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ADDRESSES AND ORIGINAL ARTICLES 





ANOREXIA NERVOSA* 


By Joun A. Ryrtz, M.D., F.R.C.P. Lond. 


REGIUS PROFESSOR OF PHYSIC IN THE UNIVERSITY OF CAMBRIDGE ; 
CONSULTING PHYSICIAN TO GUY'S HOSPITAL 





Tuts lectureship—founded by his friends in memory 
of Dr. Gustave Isidore Schorstein, a teacher in the 
London Hospital Medical School between the years 
1894 and 1905 and a man much loved and respected 
for his physicianly qualities—carries with it the 
simple instruction that the subject shall be a clinical 
one. When I scan the list of those who have 
preceded me I am indeed honoured that the electors 
should have judged me worthy to be of their company. 


The problems presented by the disease which I 
am about to discuss are essentially clinical problems. 
It may be doubted whether it possesses a morbid 
anatomy, histology, or chemistry of its own, if we 
except those changes which come about as the result 
of starvation and a depression of the menstrual 
functions. Physicians subject to the lures of 
endocrinology have been tempted sometimes to find 
a basis for the symptoms of the disease in a primary 
deficiency or disharmony of the internal secretions. 
The symptoms of a depressed metabolism and the 
amenorrhea, which is almost a constant feature in 
the female cases, together with certain changes in the 
secondary sexual characters, explain this bias. I 
believe, however, and shall hope to show, some 
striking physical stigmata notwithstanding, that the 
origins of the disease are, as Gull maintained, to be 
sought in a disturbance of the mind and a prolonged 
insufficiency of food and in nothing more. The 
natural history of the malady, the psychology of its 
victims, their home environment, and the full restora- 
tion of health which follows in a high proportion of all 
cases appropriately handled provide good proofs 
for this belief. 

The disease was clearly depicted and discussed 
in all its more essential details by Sir William Gull 
upwards of 50 years ago. Partly, however, because 
the text-books have accorded it small attention, 
and partly because it is, in its more pronounced 
degrees, a comparatively infrequent malady, it still 
seems to escape recognition by many of those who 
have the immediate care of patients. Since the war 
I have collected 51 personal cases apart from those 
seen in the course of institutional work. In the 
majority of these the true nature of the condition 
had passed undiagnosed and some of the practitioners 
concerned had never even heard of its existence. 
As a result of this unfamiliarity cases go untreated 
and occasion serious anxiety in the minds of relatives 
for months and even years; suspicions of serious 
organic disease are not unnaturally entertained, for 
advanced emaciation is often present; and finally, 
in the absence of a correct opinion, not only is sound 
treatment withheld, but quite unsuitable treatments 
are sometimes prescribed. 

Apart from a natural and loyal interest in a disease 
so well portrayed by one of the great physicians of 
my own school, there were good reasons therefore 
behind my decision to call attention once more to 
what might, without impropriety, have vied with 
myxedema for the title of “‘Gull’s disease.” I 





* The Schorstein Memorial Lecture delivered at the London 
Hospital on Oct. 15th, 1936. 
5903 





hope that an analysis of my own experience and the 
“follow up” which the kind coéperation of many 
friends in practice has made possible will seem to 
justify the decision. 

Historical 


Sir William Gull'* in an address at Oxford in 
1868 referred to “‘ a peculiar form of disease occurring 
mostly in young women, and characterised by extreme 
emaciation.”’ His full description was written in 
1874. The victims, he pointed out, were “ chiefly 
between the ages of sixteen and twenty-three.” 


He had also seen the same condition in males at 
the same age. 


He remarked on the absence of all 


; 





FIG. 1.—April 21st, 1887. 


FIG. 2.—June 14th, 1887. 
(Sir William Gull’s case.) 


evidences of tubercle, which was commonly suspected, 
and of other organic disease. He described the 
amenorrhea, the slow starvation pulse and low 
respiration-rate, the sometimes alarming loss of 
weight, the changes of temper, and the remarkable 
physical and mental energy often exhibited in spite 
of pitiful emaciation. He saw one fatal case, but 
indicated how, with firm and sensible handling, health 
could in most instances be fully restored. Figs. 1 
and 2 are wood-cuts from photographs of one of his 
patients before and after treatment. This case is 
of particular interest in that it was Gull’s last con- 
tribution to the study of clinical medicine. By the 
courtesy of another old Guy’s man, Dr. Lockhart 
Stephens* of Emsworth, I am also able to show 
you a photograph (Fig. 3) of the first (so far as 
we can ascertain) fully recorded fatal case of 
anorexia nervosa, published by him in THE LANCET 
of 1895. This patient, a girl, 5ft. 4in. in height, 
refused food until her weight fell to 49lb. A post- 
mortem examination was made and no evidence was 
forthcoming of organic disease in any of the viscera. 
Elliot * described two further fatal cases with 
necropsies in 1914 in the course of his investigation 
of the suprarenal glands. 

Of causes Gull said “the want of appetite is, I 
believe, due to a morbid mental state’; of prognosis 
“none of these cases, however exhausted, are really 
hopeless while life exists, and for the most part prog- 
nosis may be considered favourable” ; of treatment 
“the patients should be fed at regular intervals and 
surrounded by persons who would have most control 
over them,” and “the inclination of the patient must 
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be in no way consulted.” Samuel Gee * gave a concise 
and eloquent account of anorexia nervosa under the 
title of ‘‘ nervous atrophy,” quoting a description by 
Thomas Hobbes, the philosopher, of his visit to a 
girl afflicted with the malady. Gee insisted, very 
properly I believe, that “‘ recovery cannot be deemed 
complete until the menses have regularly appeared.” 
His lecture also reminds us that, although the disease 
has become associated with the name of Gull in 
virtue of the full and accurate portraiture and analysis 
which he gave to it, Richard Morton in his remarkable 
little book on Phthisis * written nearly 250 years ago 
described indisputable cases of anorexia nervosa under 
the title of “‘ A Nervous Consumption.” 





FIG. 3.— Dr. Lockhart Stephens’s case. 


Accounts of cases have continued to appear in the 
journals from time to time, but little of outstanding 
value has been added to Gull’s description. Clifford 
Allbutt ? furnished a vivid personal description in his 
system, and Hurst * has ably summarised the clinical 
features and essentials of treatment in the first volume 
of “ The British Encyclopedia of Medical Practice,” 
edited by Sir Humphry Rolleston. In 1930 Venables ° 
gave a full description of nine cases with a clear 
exposition of treatment as conducted at New Lodge 
Clinic. In the same year Conybeare ?° described a 
fatal case, with necropsy, in which the anorexia had 
apparently been initiated by a fast prescribed by the 
patient’s doctor as a cure for rheumatism. In 1931 
Allison and Picton Davies 14 reported the experience 
of Ruthin Castle and included references to the foreign 
literature. The account by Dejerine and Gauckler ™* 
is one of the most valuable of these. Commenting on 
the importance of an accurate diagnosis in these cases 
they aptly remark: ‘‘Or le diagnostic de l’anore~ 
mentale est extrémement simple, il suffit d’y songe:. ’ 
Ross * regarded anorexia nervosa as one of the most 
favourable of all the psychoneurotic disorders coming 
under treatment at the Cassel Hospital for Functional 
Nervous Diseases. I have myself discussed the 
condition in the course of a chapter on anorexia !* 
in a recent book. Of the English writings on the 
subject to which attention has been drawn no less 
than five since Gull’s time have been from the pens 
of Guy’s physicians, a strong testimony to the 
influence of domestic tradition. 


Nomenclature and Classification 


An alternative name for the disease suggested by 
Gull was apepsia hysterica, but he preferred anorexia 
nervosa. It may be objected that this describes 
a main symptom and not a disease, that it conveys 
no sufficient image of the whole disease, and that 
it gives an inadequate clue to causal pathology. The 
same objections can be lodged in the case of angina 
pectoris, but I suggest that it is as well to retain 
the one title as the other. In angina pectoris we have 
to distinguish benign forms due to anemia or nervous 
factors from grave forms due to disease of the coronary 
arteries. In the case of anorexia nervosa we have 
benign and also graver forms, for which Dr. T. A. 
Ross has suggested to me the distinguishing title 
of anorexia psychotica. When long custom has 
established a nomenclature it is commonly better 
retained, and, after all, the loss of appetite and 
refusal of food are the main causes of the emaciation 
and other physical stigmata of the disease, while 
the qualifying adjective “‘ nervosa ” broadly indicates 
the basis of the perversion. It might be argued that 
the condition is only one manifestation of the psycho- 
neurotic temperament or reaction and that it should 
therefore be included incidentally in chapters con- 
cerned with the psychoneuroses. The fact that this 
psychoneurosis is so true to type and associated with 
such striking and constant physical consequences 
seems to me to justify separate consideration. The 
urgent thing is that the malady, which may prove 
fatal and generally causes prolonged invalidism, should 
be more widely recognised, more promptly diagnosed, 
and more skilfully treated. We shall not achieve 
this by depriving it of its name and so distracting 
attention from the complex of psychological and 
physical interactions which constitutes the whole 
disease, 

Atiology and Clinical Course 


The present analysis is based on a _ personal 
experience of fifty-one cases seen during sixteen years 
of consulting practice. Of these it has been possible 
to trace thirty-seven. During the same period I 
have probably seen not more than six cases in hospital 
practice. In common with other psychoneurotic 
disorders the incidence is higher in the middle and 
upper classes. There are many special reasons which 
account for this distribution and which at once become 
apparent with a perusal of case-histories. Motive 
and opportunity and perpetuating causes are more 
frequent in homes where circumstances do not demand 
active physical occupation and where sensitive 
natures and solicitude flourish side by side. 

Forty-six of my cases were females, five males. 
The most important group is that comprising 
adolescent girls and young women. There were 
thirty-three female cases under the age of 30. I 
have thought fit, however, to include a group of 
older women because the clinical picture seemed to 
me essentially similar and the patients equally 
deserving of proper understanding and treatment. 
The occurrence of the disease in males and in women 
after the menopause reminds us that a primary 
ovarian dysfunction cannot very well be claimed 
as an essential cause of the disease. The ages in the 
youthful female group ranged from 15 to 29, the 
average age being 20. All were unmarried except 
one. In the older group the ages ranged from 31 
to 59, the average age being 44. Of these five were 
married, eight unmarried. The ages in the male 
group ranged from 19 to 34, the average age being 
25. All were unmarried. Although poor appetites 
are common enough in the nervous children of anxious 
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parents I have not myself seen serious emaciation 
or illness result. I have seen one case, not included 
in this series, in which an old woman refused food 
until she died. A partial post-mortem examination 
revealed no organic disease. 

There was specific mention of nervous heredity 
in only nine cases in the whole series. These included 
one instance of a drunken parent and two instances 
of one insane parent. A closer inquiry would, I 
believe, reveal a far higher incidence of ‘‘ nervousness ” 
in the immediate family histories of these cases. 
Clinical tact does not always permit close inquiries 
into nervous heredity when histories are taken from 
patient or parent. Of the initiating factors in the 
young women emotional crises, in the shape of love 
affairs, broken engagements,-and, possibly, school 
attachments, may be considered to be important and 
probably do account for many cases, and yet there 
were only two definitely attributable to such causes 
so far as I was able to ascertain from the mother 
or doctor. ‘‘ Slimming,” usually instigated by the 
ridicule of school friends on account of adolescent 
plumpness, is generally considered second in importance 
to these emotional crises. Four cases at least in this 
group originated in this way. Six cases seemed to 
develop out of unhappiness in connexion with 
school-life and four of these in connexion with life 
in finishing schools abroad, suggesting that home- 
sickness and altered habits of life and diet may play 
their part. In seven cases unhappy or ill-conducted 
homes, sometimes with “ spoiling ” by foolish parents, 
were largely to blame. In no less than nine cases the 
anorexia seemed to develop on a basis of genuine 
physical illness or after an operation. Overwork 
in adolescence may also play a part and was significant 
in two cases. 

I would particularly urge, however, that, as with 
so many chronic maladies, both physical and psycho- 
logical, we should not search for a solitary causa 
causans, but rather remain constantly alive to the 
existence of multiple contributory factors. The 
relative importance of these it may be impossible to 
assess, but none should be ignored. In these cases 
heredity, the natural instabilities of adolescence and 
young womanhood, parental incompatibilities or 
over-solicitude, vanity, jealousy, a desire to be 
“in the centre of the picture,” morbid enjoyment of 
being the centre of anxiety and the sense of power 
over the mother obtained thereby, constipation, 
or an incidental dyspepsia, convalescence from an 
illness or operation, a too conscientious industry 
at school or university, or a mental shock may 
severally or in combination provide the background 
for the disease. The perpetuation of the initial 
loss of appetite by refusal of food, until loss of appetite 
develops into a veritable revulsion against food, 
together with all the secondary effects of starvation, 
complete the picture. 

Considerable interest attaches to the amenorrhea. 
At first I took the view that this was an effect of the 
starvation. I am now satisfied that it generally 
develops early and that it is probably an expression 
of the initial nervous trauma or of the psychic change 
which accompanies the malady from its inception to 
its cure. It is well known that mental shocks and 
abrupt changes of environment may stop the periods 
in otherwise healthy women. In these cases it is 
likely that the amenorrhwa and the anorexia are 
initiated by the same factors rather than that they 
depend one upon the other, although in one case 
to be described the amenorrhea came and went in 
concert with fluctuations in the weight. The amenor- 
rhea is a strong additional cause of maternal anxiety. 





On account of it some cases are first referred to the 
gynecologist rather than to the physician. It is 
the last symptom to disappear. Its disappearance 
is the best criterion of cure. 

The disease may run a course of months or years. 
In the majority of well-handled cases recovery is 
complete. Some patients remain temperamentally 
“ difficult’’ or “ different ’’ throughout their lives. 
Some remain under weight without being wasted 
or a cause of continued parental concern. A small 
proportion, and I believe some of these should be 
included in the psychotic group, succumb to starva- 
tion with or without a complicating pathology. 
In this series there were four deaths or approximately 
8 per cent., if we can allow that the untraced cases 
recovered. I should doubt whether the corrected 
mortality would exceed 10 per cent. and, since many 
slighter cases probably recover without having 
been referred for a consultant opinion, it may well 
be less. 





Clinical Picture 


The main findings in the three age-groups are 
summarised in tabular form. From a survey of the 
full case records a composite description could be 
prepared and would read as follows. 


GIRLS AND YOUNG WOMEN 


A girl (between the ages of 15 and 29 in this series 
of 33 cases) is brought by her mother for loss of 
weight, poor appetite, and amenorrhwa. The onset 
of the condition has usually been insidious. The 
loss of weight commonly amounts to a stone or more, 
but may be as’much as 2, 3, or 4st. The maximum 
weight-loss in this series at the time of my examina- 
tion was 4st. 10lb. Even with the degree of emacia- 
tion which this implies the patient may be well 
enough to be up and about and to be brought to the 
physician. She is often reported as active, mentally 
and physically, even restlessly so. Her diet may have 
been whittled down to a portion of an egg and scraps 
of toast and tea as the total daily intake, or if normal 
helpings are served at meals these are toyed with 
and only partially consumed. Temperamentally 
she has become “‘ difficult’ and emotional. She may 
be over-devoted to her mother and yet frequently 
** at loggerheads ” with her. She is often excessively 
conscientious. There is no history of cough, fever, 
or other disturbing symptom which might point to 
tuberculosis, diabetes, hyperthyroidism, or malignancy 
—the more usual causes of such an alarming decline. 
Although many patients admit to no physical symp- 
toms, constipation and dyspepsia are not infrequent 
and are then blamed for the fastidiousness in the 
matter of eating. 

On examination the patient is noticeably gaunt 
and all the bony prominences are evident; the 
abdomen is scaphoid and the iliac crests are 
conspicuous in all their length ; and yet there is no 
anemia. A fine downy hirsuties has often appeared 
on the face, arms, and trunk, and in cases of longer 
standing there may be coarser hairs on the chin. 
The pulse is slow. It was recorded as 60 or below 
in 17 cases and in 7 cases was below 50 to the minute. 
The blood pressure is also low, readings below 100 mm. 
of mercury (systolic) were frequent. The peripheral 
circulation is poor. A careful physical overhaul, 
even with accessory measures such as chest radio- 
graphy, fails to reveal any signs of organic disease. 
Indeed there is no organic disease which could produce 
this complete clinical picture, with its “ famine- 
victim ’” appearances, and fail to reveal itself by 
readily discoverable symptoms or signs. 
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OLDER WOMEN 


The older group includes thirteen women between 
the ages of 31 and 59. The predisposing factors were 
commonly multiple, but operation and _ illness, 
menopausal disturbances, and nosophobia played a 
leading part. Amenorrhea is obviously of less 
certain import. Eight of the patients were aged 
40 or over. The menses were absent persistently or 
for long periods in the remaining five. The physical 
and psychological stigmata were not to be dis- 
tinguished from those encountered in the younger 
group excepting in so far as maturity and environ- 
mental influences modified the type or form of 
individual reaction. 

YOUNG MEN 


In this group of five cases the ages ranged from 
19 to 31 years, similar degrees of emaciation were 
observed, and bradycardia and low blood pressure 
were also recorded. The psychological traits were 
comparable. 


TABLE I.—YOUTHFUL FEMALE GROUP. (33 cases) 
Ages 15 to 29. Average 20 years. Cases. 
All unmarried except one. 

Maximum weight-loss 4st. 10lb.; minimum 


7lb.; average 2st. 2b. 
Only two had lost less than 1 st. 
Amenorrhea. . ‘ ‘ 22 


(Scanty or irregular " periods, 8; " (=66 %) 

regular periods, 1; no record, 2) 
Bradycardia— 

With pulse-rate 60 or below os o- 47 

“< below 50... se Ai 7 

Hirsuties recorded . ‘ bs) on oe 
Dyspepsia or troublesome constipation . o* 2% 17 
Nervous heredity recorded. ei - ée 9 
Psychotic .. oe 2 

(Providing one ‘of the two fatal cases) 
Complications— 

Scurvy and purpura hemorrhagica in one 

of these. 

TABLE Il.—OLDER FEMALE GROUP. (13 cases) 

Ages 31 to 59. Soman A 44 .eoum. Cases. 
Married oa 5 
Unmarried 


Maximum a loss 4 at. ; minimum : 10 lb. ; 
average 2st. 3 lb. 


Amenorrhea present at some time in all cases. 


Dyspepsia 5 
Psychotic 2 
TABLE Ill.—MALE GROUP. (5 cases) 

Ages 19 to 34. Average 25. Cases. 
Maximum weight-loss 2st. 9lb.; minimum 

lst. 7lb.; average 2st. 3 lb. 
Bradycardia— 

Pulse-rate below 60 .. ne bs - 2 

5 eu o ee oe 1 

Psychotic’ oe es oe 1 


(Providing the only fatal case) 


Selected Cases 


Even an abbreviated account of all the cases which 
have been followed would involve much repetitive 
description. I have therefore selected a few case- 
histories for special consideration and with a view 
to illustrating etiological, clinical, and prognostic 
variants. 

Casz 1.—A girl, aged 19, had been healthy and jolly 
in childhood, worked hard at school, matriculating at 16, 
and six months later went to France to learn the language. 
Just before she left home the periods, previously regular, 
stopped and she began to eat poorly. From that time 
she became steadily thinner. Except for things containing 
vinegar and salads she had a dislike for all food. Her 





mother was very worried and they dently * ‘got on each 
other’s nerves.” She was quiet and conscientious and 
liked her work ina bank. She complained of no symptoms. 
At home she was stated to be happy as a rule, but some- 
times “‘nervy” and irritable and apt to cry over the 
attempts to make her eat. Weight, formerly 8 st. 10 lb., 
now 6st. 9lb. Small, underdeveloped, downy hair on 
face, arms, and back; blotchy red hands. Pulse, 80; 
blood pressure, 95/75. Treating her at home for a 
month in bed her doctor secured a gain of 114 1b., but the 
improvement was not maintained. 

In the five months following the consultation, .gain 
with home treatment after full explanation to the m ther, 
she gained 1 st. in weight. She then went back to her 
work and in the six subsequent years never missed a day. 
Menstruation became normal within two months of 
starting the second period of treatment. She is now 
married and happy and has a healthy baby. Peripheral 
circulation remains poor. 

Overwork and home-sickness in adolescence were here 
apparently the early determining causes. 


Case 2.—A girl, aged 16, returned from school in France 
“looking like a skeleton.” The periods, never quite 
regular, had stopped for six months. Normal weight 
about 8st.; now 6st. llb. Pulse, 56 to 60; blood 
pressure, 100/80. Tired, uncommunicative. Probably 
grieving about an action of a near relative which had 
brought disgrace to the family. At first with nursing-home 
treatment and later with a nurse at home she gained | st. 
in weight. She was sent abroad to be away from home 
troubles and anxieties and the periods returned. While 
travelling, and later when an occupation was found for her, 
she continued to menstruate, but when she went back to 
live with her mother amenorrhcea was again reported. 


Case 3.—A schoolgirl, aged 15, was brought for 
anorexia and loss of weight. During the previous term 
she had- been unhappy and wept easily without obvious 
reason. Weight down from 8st. to 6st. 11 lb. Amenor- 
rhea. Bad chilblains and raw red hands. Pulse 52. 
Very thin but no signs of organic disease. The weight 
fell further to 6st. in the next six months, no proper 
coéperation in treatment having been obtained. There 
were several factors which might have been responsible 
for the illness, all of which seem worth recording. (1) A 
year previously she had been cut off meat by a skin 
specialist on account of a rash, and shortly afterwards 
told her mother that she had lost her taste for meat. 
(2) Some months before she became noticeably ill the 
girl was playing planchette at a party and the planchette 
spelt out the words “‘ Mary X will die at the age of 15 
years and 7 months.” (3) Three months before the con- 
sultation her younger sister at the same school had been 
very ill with typhoid fever and our patient had been very 
jealous of all the attention bestowed. Subsequently 
she gained 2st. in weight and her periods and mental 
and physical state became entirely normal. A Christian 
Scientist was thought to have contributed towards her 
recovery. 


Case 4.—A girl, aged 17, had been well until a year 
previously when she developed vague pain in the right 
abdomen. At first ‘‘ enteritis ’’ and later “* gastric ulcer ”’ 
was diagnosed, and she was treated accordingly in hospital. 
Ever since she had remained on a soft diet. She was 
constipated and had no appetite. Her weight had dropped 
from over 9 st. to 7st. 121b. Circulation poor. Amenor- 
rhea for 18 months. Scaphoid abdomen. Blood pressure 
105/75. No clinical or radiological evidence of organic 
disease. She declined to accept further medical super- 
vision, remained thin, but has continued at work as a 
civil servant for two years since the consultation. She 
broods over her physical condition and joins in no games 
or social amusements. The amenorrhea persists. 

A dyspepsia, probably of nervous type, here initiated 
the anorexia and a treatment, planned at first as for a 
physical disease, was adhered to too long, resulting in a 
dependence on a soft, inadequate diet. Maternal influence 
unfavourable. Her doctor reports that before the il’ness 
she was “a bright attractive girl but very stout.” 


Cass 5.—A girl, aged 19, began to “ bant,” having been 
told that she was too fat. Her weight fell from 9 st. 4 lb. 
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to below 8st. She then had influenza and was referred 
as a possible case of early tubercle. Menstruation had 
not started until the age of 17 and was always irregular. 
She was a wilful girl and had once run away from 
school. She had cold feet and hands and a subnormal 
temperature, but apart from the loss of weight, there 
were no other signs of disease, and her general aspect 
and the glossy condition of her hair were against any 
active infection. She became well, married two years 
later, has had two children, and is now plump and well. 


Case 6.—A woman, aged 40, gave a history of asthma 
in childhood and had once been suspected of having 
phthisis. On two occasions, at times of stress, she had 
had a nervous breakdown. She was in charge of an 
invalid brother who was also a drug-addict. For a long 
time she “‘ secamped ”’ her meals and then ate less and less, 
and finally developed complete anorexia and retching. 
In spite of nursing-home treatment her weight fell from 
ll st.41lb.to9st.9lb. She was aggressive and combative. 

Four years later her doctor reports “‘ Miss Y made quite 
rapid physical progress after seeing you. I think this was 
largely due to the satisfaction of feeling that she was being 
taken notice of—usually it was her brother who had all 
the attention.” A neuropathic heredity may well have 
been contributory. 


CasE 7.—A woman, aged 34, became ill four years 
before the consultation and just after her father’s death 
from cancer of the stomach. She developed gastric pain 
and proceeded to lose weight at the rate of 4b. a week. 
She was treated in bed with an egg and milk diet, but her 
appetite completely disappeared and she continued to 
complain of pain. Her diet was reduced to a little bread 
and butter and tea. Weight 6st., formerly 9st. Periods 
in abeyance during the greater part of her illness. Lean, 
nervous, scaphoid abdomen. Pulse 76; blood pressure, 
115/85. Cancer-phobia had been a predominant factor. 
Her mother was not helpful and treatment was difficult. 
However, in the ten years which have followed she has 
gained 2 or 3st. in weight, her appetite has returned, and 
the bowels have become normal. Menstruation has now 
been normal for seven years. 

Cancer-phobia and a nervous indigestion initiated the 
anorexia and mental illness. Time, as in this case, rather 
than active intervention is probably responsible for a 
certain proportion of the “ cures.” 


CasE 8.—A young man, aged 22, had rheumatic fever 
at the age of 16. At the age of 20 he was in bed for six 
weeks with pericarditis. Later, on account of some return 
of precordial pain, he underwent a “ crank nature cure ” 
entailing a seventeen days’ fast. From that time he 
developed indigestion, constipation, and feelings of fullness 
on eating. His weight fell from 10st. 7 lb. to 7 st. 10 Ib. 
He was thin, hollow-chested, and walked in fear of a 
return of his pericarditis. He did not improve much 
as the result of reassurance and instructions about eating, 
and again lapsed into emaciation and misery. With a 
period in hospital and further encouragement, however, 
he steadily improved and his weight rose to 9 st. 6 Ib. 

This case exemplifies well, as did Conybeare’s case, 
how an enforced fast may establish not only an anorexia 
but also a dyspepsia. A stomach kept without food and 
sharing in a general debility becomes incapable both of 
desiring and accommodating ordinary meals. 


Prognosis 


Prognosis in the psychoneurotic group may be 
said to be good if diagnosis is not too long postponed 
and appropriate treatment is arranged. Ross and 
Venables have shown how favourable the results 
of sensible institutional treatment can be. This 
series demonstrates that good results can also be 
obtained at home if the situation is clearly and fairly 
explained to the patient and (especially in the case 
of the younger subjects) to the parents also, and if 
good coéperation with the family doctor is maintained 
by them. The natural resilience of youth, a happy 
change in circumstance, a new interest and time 
contribute to many recoveries independently of the 
physician’s endeavours. Perhaps in virtue of their 
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resilience and stabilisation with growth and the 
shorter duration of symptoms the adolescent cases 
seem to me to be more tractable than the older cases. 
Combining my three groups there were 21 full 
recoveries, 6 “‘improved,” 6 “not improved,” and 
4 deaths among the 37 cases traced. The incidence 
of recoveries and deaths is approximately equal in 
the three groups, so that neither age nor sex seem 
to influence the ultimate results appreciably. (See 
also Tables IV., V., and VI.) 

Of the 21 recoveries, among the 37 cases which 
have been traced, 17 were without the help of insti- 
tutional treatment. Of the 6 “not improved ” 
cases, 3 had no institutional treatment. The fatal 
cases all had institutional treatment at some time. 
Of the fatal cases, which are separately described 
hereunder, I have labelled two (Nos. 1 and 4) as “‘ psy- 
chotic.”” The borderline between psychoneurosis 
and psychosis cannot always be nicely drawn. These 
cases were partly, perhaps, so labelled because treat- 
ment failed and because they went from bad to 
worse, mentally as well as physically ; they were, 
in fact, or at least became more “ difficult’ and 
unbalanced than the majority of the cases reviewed. 
And yet some of the psychoneurotics who did well 
might, I surmise, under adverse circumstances, 
have drifted as badly. Three other cases were labelled 
as psychotic which have not, so far as I know, ended 
fatally. In the asylums cases of grave mental! dis- 
order are always to be found in which refusal of food 
is a symptom. None of the cases in this series were 
judged suitable for certification. 

Multiple operations, often undertaken through lack 
of appreciation of the patient’s psychological type 
and of the nervous basis for many or all of the symp- 
toms, have seemed to me to influence prognosis 
adversely. With early recognition (for resistance to 
treatment is undoubtedly aggravated by prolonged 
invalidism and the impoverished physical state which 
goes with it) I am persuaded that full recovery should 
follow appropriate handling in upwards of three- 
quarters of the commoner psychoneurotic cases. 
Ross reported 16 cases out of 19 as doing “ absolutely 
well,” and Venables had 8 recoveries out of 9 cases. 

It should be remembered that my experience has 
all been obtained in consulting and hospital practice, 
and in most cases the disease was well established. 
There must be many cases seen in the incipient stage 
in which the family physician intervenes and prevents 
the development of the established disease. There 
may be advantages in a firm ruling from a physician 
not known to the patient or in a consultation to 
decide the relative merits of home or institutional 
treatment, but with a wider appreciation of the 
physical and psychological manifestations of anorexia 
nervosa and closer attention to the possibilities of 
direct and sensible psychiatry in the home the family 
doctor should, I believe, find it possible to refer a 
diminishing proportion of his cases for consultant 
advice. 

Complications 

It is worthy of remark that evidences of deficiency 
disease are very rare. I have seen nothing suggestive 
of scurvy, beri-beri, or hunger-edema in any of my 
patients, but one case was reported as having deve- 
loped scurvy after she left the care of her own doctor. 
This patient ultimately died of hemorrhagic purpura. 
Pulmonary tuberculosis may be superimposed and 
must always be thought of as a possible complication ; 
it was the cause of death in one of my male cases. 
A routine X ray examination of the chest should be 
made where any doubts exist. 
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THE FATAL CASES 


Casze 1.—A young unmarried woman, aged 25, weighing 
approximately 4st. Seven or eight years previously a 
diagnosis of visceroptosis was made on the basis of certain 
abdominal symptoms. Later mucous colitis was diagnosed. 
For a long time she had refused all ordinary foods. At 
the time when the abdominal symptoms were first com- 
plained of she had been disappointed in a prospective 
career. Complete amenorrhea dated from this time. 
She was very morbid and introspective, and had hysterical 
attacks. There were bitter complaints of abdominal 
pains. Now refuses to leave her bed. Parents difficult ; 
father neurotic and eccentric. In a letter about her I 
described her as “ bed-ridden and a skeleton, but has 
bright eyes and a very active mind, and pays minute 
attention to the toilet of her nails and hair.” 

Admitted to a special home for nervous disorders, where 
she was regarded as a psychotic. Under treatment gained 
approximately half a stone. There was one (? genuine) 
suicidal attempt. Later taken home and died there. No 
details obtainable. 


CasE 2.—A young married woman aged 25. Married 
four years and running a shop on her own; frequent 
journeys abroad ; rarely in bed before midnight. Brought 


by her doctor on account of persistent anorexia, loss of 
weight, and amenorrhea of nine months’ duration. Weight 
down from 8 st. 2lb. to 5st. 11 lb. Living on rusks and 
tea and minute portions of chicken orlamb. A diminutive, 
spoiled, painted creature. Very emaciated. Overgrowth 
of downy hair on the trunk. Pulse-rate, 60; blood 
pressure, 94/65. Refused advice to undergo treatment 
in @ nursing-home. Later developed scurvy. Finally 
developed a hemorrhagic purpura and died in a state of 
extreme emaciation. ’ 


Case 3.—A woman, aged 39, was in good health until 
July, 1927. She then had an attack of diarrhwa and 
vomiting after a picnic. The vomiting persisted and 
there was also epigastric pain. Three months later the 
gastro-intestinal tract was examined radiologically but 
no evidence of organic disease was forthcoming. A test- 
meal showed an excess of mucus and acidity within normal 
limits. There was no improvement with prolonged rest and 
careful dieting. 

An experienced physician regarded the vomiting as 
“functional.” An excess of fat was reported in the 
stools and the urine was at one time stated to contain 
** cholesterol derivatives and fats.’’ Amenorrhcea appeared 
early in the illness. 

By May, 1928, vomiting still persisting, the weight had 
dropped from about 93 lb. to 55lb., and it was decided 
to explore the abdomen. All the organs, including the 
pancreas, appeared normal, but as the pylorus “‘ appeared 
a little narrow” a pyloroplasty was performed. After 
the operation vomiting was less frequent and the patient 
gained 21 lb. in weight. By the end of 1928 vomiting 
was as bad as ever and she found herself completely 
intolerant of fats. No drugs had the slightest beneficial 
effect. I saw her in March, 1930. The weight was then 
66 lb. The periods, which had returned when her weight 
rose to 75lb., stopped again with a return of other 
symptoms. I noted her as a ‘diminutive woman, 
wasted to a skeleton, but colour good and no signs of 
organic disease.’”’ After the consultation she gained 
14 1b. and menstruation returned for three or four months. 
Her doctor reported, however, that ‘“‘ she remained a very 
difficult patient, agreeing verbally but rebelling in spirit . . . 
always able to dominate her mother and brother.” She 
refused to go into a home. Later there was some gastric 
hemorrhage. She refused an X ray examination. A 
further operation was performed. No peptic ulcer was 
found; many adhesions were reported ari the pancreas 
was stated to be atrophic. She refused ordinary food 
to the last. Her last weight was 50lb. She never 
menstruated when the weight was below 75 lb. She died 
of a “ cerebral thrombosis ”’ in September, 1934. 

In this case vomiting was added to refusal of food and 
doubts were cast upon the efficiency of the pancreas, but none 
of the usual features of gross pancreatic deficiency was ever 
present. In every other respect the history of the case 
was characteristic of anorexia nervosa and nervous vomit- 
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ing having it its origins in a duate attack of acute gastro- 
enteritis and a psychopathic personality. In this case the 
amenorrhcea bore a definite relationship to the degree of 
the emaciation. 

Case 4.—A man, aged 31, had been in poor health for 
eight years. In the last two years he had lost 1st. in 
weight. His mother, who was herself frail and dyspeptic, 
reported that “‘ he chews and chews at his food and does 
not eat enough for a small baby.’’ Weight in March, 
1932, 7st. 3lb. as compared with 9st. 12 lb. eight years 
previously. Pulse, 64; blood pressure, 95/75. Typical 
appearances of anorexia nervosa, His symptoms deve- 
loped after an appendicectomy. Apart from anorexia 
he complained of flatulent dyspepsia and dizziness. He 
was admitted to hospital in April, 1932, his weight having 
fallen to 6st. 8lb. He was discharged two months later 
weighing 7st. 9lb. During his stay in the ward he had 
one “‘ mental attack” in which he became noisy, threw 
himself out of bed, and tried to force his fingers down his 
throat. An X ray examination of his chest was negative. 
He was readmitted in January, 1933, with active 
pulmonary tuberculosis, radiograms showing dense infiltra- 
tion and cavitation at the left apex. Weight 6st. 1 lb. 
He died three weeks later. 


Treatment 


The first essential, after diagnosis, is to explain to 
the patient and the parents separately the nature of 
the disease in the simplest and most direct terms. 
A strong assurance should be given that recovery 
will take place when the starvation habit is corrected 
and the appetite restored by giving the stomach a 
sufficient intake of nourishing food to maintain, not 
only the general bodily requirements, but also its 
own efficiency, of which appetite is a normal expres- 
sion. The absence of “organic disease”? must be 
confideutly stressed. Parent and daughter must 
both be allowed to see that the physician has a com- 
plete grasp of the situation. In a few cases I have 
been told that the patient proceeded to get well 
from the time of the consultation, a reminder of the 
value of simple emphatic statement and reassurance. 
If home surroundings or maternal psychology are 
unsatisfactory, or if the programme initiated at 
home is not proceeding satisfactorily, treatment is 
better carried out in a nursing-home. Doctor and 
nurse must obtain early and full control over the 
patient and from the beginning ensure that the 
food provided is eaten. In some cases it may be 
necessary to sit with the patient until each meal is 
finished. Firmness, kindness, and tact must be 
employed in just proportions, and the nurse must 
never let herself be wheedled into concessions. A 
mixed dietary from the beginning is preferable, and 
sloppy, invalid diets are to be avoided. Extra milk 
and glucose can, however, be employed if so given 
as not to interfere with a returning appetite at the 
proper meal-times. It should be remembered that 
some patients are capable not only of declining food 
but also of hiding or disposing of it, and even of 
inducing vomiting in the lavatory when the nurse’s 
back is turned. Treatment should be started in 
bed and be continued there until very definite 
physical and psychological improvements, with a 
gain of a stone or more if more than a stone has been 
lost, are registered. 

Gull stressed the importance of warmth. Cold and 
the restless activity of body and mind manifest in 
these cases both tend to interfere with weight recovery. 
Visitors and particularly near relatives who are likely 
to cause tears or other emotional reactions should be 
disallowed or strictly “‘ rationed ’’ at first. A hospital 
ward is an unsuitable place for treatment. 

There is no justification, in my belief, for employing 
thyroid, which has been given because the slow pulse 
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and subucrmel temperature and ‘plood- -pressure 
readings have been cited as evidence of a lowered 
metabolic rate; or for giving insulin to promote 
appetite and help in the utilisation of ingested carbo- 
hydrates. Nor should there be any justification for 
the use of ovarian hormones. I see no necessity for 
the periodic fast-days advocated by Allison and 
Picton Davies. All such treatments overlook the 
fact that the “‘ want of appetite is due . . . to a morbid 
mental state.” ? 

Psycho-analytical methods are also unwise and 
may do harm. Direct inquiries into motive and 
difficulties are better avoided, at any rate in the earlier 
stages and in the youthful cases. Explanation, 
reassurance, distraction, and firm treatment of the 
starvation are usually adequate, and will secure a 
steady and approximately parallel improvement in 
the mental and physical states. Not uncommonly 
a waywardness or periodic emotionalism or a subdued 
or alternatively a ‘‘ bossy ” attitude of mind persists 
after physical recovery, but this is hardly to be 
regarded as a continuance of the disease. With the 
return of regular periods, which may not follow for 
some weeks, months, or even a year or two after the 
restitution of weight, recovery can usually be regarded 
as complete. Relapses are not common. Partial 
recoveries with partial restitution of weight sufficient 
to allow a return to active life are more so. 


TABLE IV.—RESULTS OF TREATMENT. (YOUTHFUL 
FEMALE GROUP) 
Cases. 
Complete recovery . os ne oo 


(11 with home treatment ; 

1 Christian Science) 
Improved .. es os oe 6 

(5 with home treatment ; 1 combined home 

and institutional treatment) 


1 institutional ; 


Not improved 2 
(lhome ; 1 combined home and institutional) 

Died os 2 
(Home and institutional treatment) 

Untraced oe oe ws it ot om 

TABLE V.—RESULTS OF TREATMENT. (OLDER 
FEMALE GROUP) Cases 

Recovery oe os oe ee ee oe 
(Home treatment) 

Not improved oe oe oe ° oe 2 
(Home treatment) 

Died .. + - oa es Si oe ) 
(Combined home and institutional treatment) 

Untraced ee o* oo oe ee ee 5 


TABLE VI.—RESULTS OF TREATMENT, 
(MALE GROUP) 


Cases. 
Recovery o* ee ee oe oo oe 3 
(1 home; 2 institutional and home 
treatment) 
Improved but relapsed .. oe oe ee l 
(Institutional treatment) 
Died from tuberculosis .. ee oe 1 


(Institutional and home treatment) 


Summary 


Of all the diseases in which the adverse interactions 
of mind and body play a part anorexia nervosa is 
one of the most dramatic and significant. A psychic 
trauma or a foolish habit or some combination of 
the two results in a loss of appetite and a suppression 
of the menses. Starvation follows and with starva- 
tion an aggravation of the anorexia. . Faced with 
these symptoms and increasing emaciation domestic 
anxiety and sometimes medical indecision still further 
complicate the situation and a young woman, recently 
healthy and happy, begins to cause alarm and to look 
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like a victim of famine privation. If the malady 
is allowed to continue she runs a risk of intercurrent 
disease or of death by starvation, and a greater risk 
of mental and physical invalidism. Diagnosis, how- 
ever, is rarely difficult. It is only necessary to know 
of the existence of the malady to recognise it. Treat- 
ment applied to the main symptom-—refusal of food— 
and a gradual and sensible readjustment of the 
mental outlook offer good prospects of recovery in 
most cases. The cross-section of personal experience 
here presented suggests that, while not very common, 
the disease is at least not very rare. It could, I 
believe, become so, and in concert with some other 
bodily disorders originating in morbid mental states, 
be regarded as, in no small degree, preventable. 

The advancement of practical medicine, both 
physical and psychological, still lies largely with 
earlier diagnosis and rational preventive treatment. 
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STORAGE OF CYSTINE IN 
THE RETICULO-ENDOTHELIAL SYSTEM 


AND ITS ASSOCIATION WITH CHRONIC 
NEPHRITIS AND RENAL RICKETS 


By Dorotny S. Russeti,* M.D. Lond. 
AND 
H. J. Barrie, B.M. Oxon. 


(From the Bernhard Baron Institute of Pathology, the 
London Hospital) 


(WITH ILLUSTRATIONS ON PLATE) 


THE storage of pigments and of different kinds of 
lipoid within the cells of the reticulo-endothelial 
system in a variety of metabolic diseases is generally 
recognised. The first two cases now reported show 
that cystine crystals may be stored in the tissues in 
the same way. This abnormality was observed at 
necropsy and was unsuspected during life. 


First Case 


Female, aged 12 years. Terminal uremia 
rickets and dwarfism ; chronic 
glycosuria ; 


; renal 
Bright's disease ; 
cystine storage in tissues. 


CLINICAL HISTORY 


Normal birth in 1923; weight 10 Ib. Fed at breast 
until 8 months old, then on dried milk (Cow and Gate), 
supplemented with fruit juice and crusts. At 14 months 
she had not learnt to walk and her legs were bowed. 


* Working for the Medical Research Council, 
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She was treated for rickets at St. Mary’s Hospital for 
Women and Children, Plaistow, a letter from which states 
that in 1924 all the long bones showed marked curvature 
and epiphyseal thickening; albumin and sugar were 
constantly found in the urine, and a blood-sugar curve 
gave the following figures: fasting level, 0-115 per cent. ; 
4 hour after 50 g. glucose, 0-218 per cent.; 1 hour, 0-212 
per cent.; 14 hours, 0-239 per cent.; 2 hours, 0-162 per 
cent. Blood-urea, 0-039 per cent. Urea-concentration 
test: 2-42 per cent. in second hour; 2-79 per cent. in 
third hour. After being kept in a surgical jacket for six 
months she gradually learnt to walk, and was finally 
discharged at 5 years (1928). She was dieted for glycosuria 
but never received insulin. When 7 years old she fell 
and broke her left leg. On May 2nd, 1932, she was 
admitted to Whipps Cross Hospital for appendicitis and 
peritonitis. A letter states that the abdomen was drained 
and that she recovered slowly ; she showed renal infan- 
tilism and passed large amounts of albumin and occa- 
sionally a little sugar, although on a full diet the blood- 
sugar was not raised. On discharge, July 14th, 1932, 
she returned to school. In December, 1933, when 11 years 
old, she was admitted for investigation to the London 
Hospital under the care of Dr. Donald Hunter (Reg. 
No. 42015/33, Med.). 

Ezxamination.—A small child for her age, 17-46 kg., 
walking with difficulty and unable to run. Face pale 
with a prominent lower jaw and slight edema beneath 
the eyes. Tonsils slightly enlarged; a small firm gland 
felt on either side below the angle of the jaw. Chest 
normal. Blood pressure, 132/90 mm. Hg. Liver and 
spleen not felt. Fundi and nervous system normal. 
The following changes were present in the skeleton : 
parietal bossing of the skull; rickety rosary; bowing 
of both forearms; prominence of lower ends of radius 
and ulna; bowing of femora with genu valgum ; antero- 
posterior bowing with abnormal lateral curvature of tibiz ; 
inversion of feet ; double scoliotic curve in spine. Skia- 
grams showed the “ fluffy ” type of change seen in certain 
example of renal rickets. Hypotonus of muscles at both 
wrists and knees. 

Laboratory investigations.—Urine: acid; albumin, 
4 volume ; reduction with Fehling’s solution ; a few red 
corpuscles, epithelial cells, many granular and hyaline 
casts in deposit; Bence-Jones protein absent. Sugar- 
tolerance curve: fasting level, 0-09 per cent.; } hour 
after 50 g. glucose, 0-154 per cent.; 14 hours, 0-138 per 
cent. Fehling’s solution reduced by } volume of urine at 
time of first estimation; by 5 drops at second, and by 
3 drops at third. Stools: total fat, 10-2 per cent. ; 
neutral fat, 0-3 per cent.; free fatty acid, 0-9 per cent. ; 
fat as soaps, 9-0 per cent. Wassermann reaction in blood 
negative. Blood count: red cells, 4,100,000 per c.mm. ; 
hemoglobin (photo-electric hamoglobinometer), 68 per 
cent ; colour-index, 0-82; white cells, 12,600 per c.mm. 
Blood-urea : 0-034 per cent. 

The urea clearance was as follows :— 


Vol. in P.S.P Urea Standard 

c.cm, sp excretion. clearance. 
lst hour .. 23 we 12-5 ee 0-6 te 25 
2nd ,, ee 20 os 8-3 oe 0-72 ee 27 


The serum calcium was 9-7 to 10-9 mg. per 100 c.cm. 
Plasma phosphorus : 2-7 to 3-0 mg. per 100 c.cm. Plasma 
phosphatase: 0-626. Serum magnesium: 2-8 mg. per 
100 c.em, On a known low calcium intake the calcium 
output in urine and feces was within the limits of normal. 

As a result of these investigations the child was dis- 
charged with advice that she should be given a low-fat 
high-calcium diet combined with a course of ultra-violet 
light together with vitamin D in the form of two tablets 
of Radiostol (British Drug Houses Ltd.) daily for one 
month. 

Final Iliness.—When 12 years old she was readmitted 
to hospital (July 15th, 1935, Reg. No. 41181/35, Med.) in 
coma following a period of drowsiness during the pre- 
ceding four days and five epileptiform attacks on the day 
before admission. She was pale; the pupils were large 
and equal, and reacted to light. Bilateral papille:dema. 
Spasticity of lower limbs with bilateral extensor plantar 
response and ankle-clonus. Blood pressure: 160/110 mm. 
Hg. Incontinence of urine and feces. Blood-urea : 





0-32 per cent. Lumbar puncture: 15 c.cm. of fluid with- 
drawn under increased pressure (300 mm.); protein, 
0-1 per cent.; Wassermann reaction negative; 8 cells 
per c.mm. Died 12 hours after admission. Blood taken 
at necropsy contained 150 mg. of cholesterol and 9-5 mg. 
of lecithin as phosphorus in 100 c.cm. of whole blood. 


FAMILY HISTORY 


Subsequent examination of the parents and six siblings 
showed no cystinuria. A child, a sister of the patient, 
had however died at the age of 5 years and 9 months in 
closely similar circumstances. She had never walked on 
account of severe rickets, and had attended various 
hospitals from the age of 22 months onwards. During 
the last few days of life she is said to have been blind 
and to have had fits. Notes obtained from one hospital 
she attended describe great deformity of the bones: 
rickety rosary, bossing of the skull, genu valgum, and 
bowing of femora and forearms. No note on examination 
of the urine is available. 


SUMMARY OF NECROPSY 


(P.M. 300/35.) Greatly reduced kidneys with smooth 
putty-coloured surfaces, evenly stippled with pinpoint 
creamy-white flecks; very greatly reduced greyish- 
white, patternless cortex with blurring of demarcation 
from medulla. No dilatation of pelves nor ureters. Great 
shortening of limb bones, particularly of femora; slight 
forward bowing of humerus and great outward bowing 
of radius and ulna; great anterior bowing of femur ; 
great inward bowing of relatively long tibia and fibula 
with rotation inwards at knee-joints; genu valgum ; 
great scoliosis of lumbar spine to left and of thoracic to 
right; costochondral junctions wide, without rosary. 
Very deep irregular zones of proliferated cartilage at costo- 
chondral junctions, and in cartilages of conjugation of 
head of humerus, lower end of radius and ulna, tibia and 
fibula, and head and great trochanter of femur. Deep 
zone of osteoid tissue in metaphyses of ribs. Irregular 
processes and discrete islands of translucent blue cartilage 
within head of humerus and femur, projecting from and 
lying near their cartilages of conjugation; large islands 
of similar cartilage in site of cartilage of conjugation of 
lower end of femur, and in medulla just above centre of 
femur. Partial synostosis of lower epiphysis of femur 
and head of radius. Opaque ochreous flecks (cystine) 
scattered throughout red marrow; on outer surfaces of, 
and as a close-meshed net throughout, moderately enlarged 
cervical, thoracic, abdominal, inguinal, and axillary lymph 
glands. Similar deposits in tonsils. Conspicuous similar 
flecking of pink pulp of normal-sized spleen, the flecks 
often forming, on examination with a hand-lens, a zone 
about the Malpighian bodies (Fig. I., on Plate), which 
are not enlarged. Numerous small flecks in liver especially 
near centres of lobules. Anzmia and slight focal fatty 
degeneration of liver. Slight hypertrophy of left ventricle 
of heart. Moderate general atheroma. Considerable 
cedema and congestion of posterior parts of emphysema- 
tous lungs. Fibrous pleural adhesions over lower lobe 
and between upper and lower lobes of left lung. Fibrous 
adhesions around retrocecal appendix. No visible abnor- 
mality in pancreas, suprarenal bodies, or pituitary gland. 
Enlargement of parathyroid glands. No subcutaneous 
cwdema. Clear effusions in pericardial sac (60 c.cm.) and 
in lef pleural sac (30 c.cm.). 

Weights.—Body, 18-49 kg. (height, 91 cm.); heart, 
148-8 g.; liver, 680-4 g.; kidneys, 63-8 g.; suprarenal 
bodies, 9-2 g.; spleen, 63-8 g.; brain, 1141 g.; pituitary 
body, 0-425 g.; thyroid gland, 6-7 g.; thymus, 19-3 g. ; 
pancreas, 32-3 g.; ovaries, 2-25 g.; parathyroid glands, 
156 g. + (dried slightly during weighing). 


INVESTIGATION OF DEPOSITS IN TISSUES 


The association of a storage abnormality with 
chronic nephritis on one hand and with glycosuria on 
the other suggested a disturbance of lipoid ‘meta- 
bolism ; the appearance in stained paraffin sections 
of large foam cells in foci corresponding with those 
observed with the naked eye appeared to support 
this view (cf. Fig. V. on Plate). With high magni- 











h- 


lis 











THE LANCET] DRS. RUSSELL & BARRIE: CYSTINE IN RETICULO-ENDOTHELIAL SYSTEM [ocr. 17, 1936 90] 








fication the vacuoles in the foam cells were seen to 
be angular. In freshly cut, more rapidly stained 
frozen sections these cells contained compact masses 
of rod-shaped, cubical, and polygonal crystals mostly 
about 44 in diameter, but occasionally as large as 
7 x 5u. These crystals were doubly refractive. 
They did not melt on warming; they could not be 
stained by any method for lipoids, nor were they 
soluble in fat 
solvents. 
They dissol- 
ved slowly, 
however, on 
immersion of 
the sections 
in water for 
a few hours. 
They were 
readily solu- 
ble in ammo- 
nia, and from 
‘a concen- 
trated ammo- 
niacal extract 
of a small 
portion of 
spleen reser- 
ved in forma- 
lin typical 
hexagonal 
cystine cry- 
stals were 
obtained (Fig. II.). Prof. J. R. Marrack confirmed 
the presence of cystine in the spleen by the lead 
acetate and sodium nitro-prusside tests and pre- 
pared a pure sample of the amino-acid repre- 
senting 6-8 per cent. of the dry weight of this 
organ. 


It was then found that the crystals were preserved 
in the paraffin blocks, and that they had disappeared 
from the stained preparations first examined because 
the staining methods involved long immersion in 
water and watery solutions. By removing the paraffin 
in the ordinary way and then staining the section 
quickly either with neutral red or with toluidin blue 
the crystals could be demonstrated and their distri- 
bution in the tissues easily examined (Figs. IV. 
and VI. on Plate). 

Microchemical tests can also be applied to such 
paraffin sections. The test originally described by 
Wollaston (1810) for the identification of cystine in 
calculous material was successfully applied in both 
this and the following case. A drop of strong hydro- 
chloric acid is introduced under the coverslip, after 
removal of the paraffin and replacement of xylol 
by absolute alcohol. The cystine crystals are imme- 
diately dissolved, and within a minute or two sheaves 
of long needle-shaped prisms of cystine hydrochlorate 
(Garrod, 1923) are formed (Fig. III.). Their growth 
can be watched under low-power magnification. On 
adding a drop of water they rapidly dissolve. 


Fig. I1. (Case 1).—Cystine crystals from 
ammoniacal extract of spleen. ( x 450.) 


Cystine crystals are insoluble in glycerin, and this 
is a useful medium for the preservation both of museum 
specimens and of material reserved for further work. 
Specimens for museum demonstration should be put 
through the Kaiserling method as rapidly as possible ; 
the cut surfaces can be refreshed if necessary by 
shaving away a thin slice about 1 mm. thick. In 
the spleen in the present case the cystine was lost 
from a peripheral zone 1 mm. thick after storage for 
several months in Kaiserling III., but was preserved 
in the deeper parts (Fig. I. on Plate). 





MICROSCOPIC DISTRIBUTION OF CYSTINE CRYSTALS 


The crystals were present within macrophages 
which, as described above, were seen as foam cells 
with angular vacuoles if the crystals had been dis- 
solved out. They also appeared occasionally to lie 
outside cells. Cells containing crystals were found in 
the following situations. 


Spleen.—In numerous irregular groups throughout the 
reticulum, especially in zones at the periphery of the 
Malpighian bodies (Fig. I.). They occasionally occupy 
the endothelial lining of the venous sinuses and form 
strands along the trabecule# and in the adventitia of blood- 
vessels, 

Lymph glands.—Numerous small groups occupy the 
adenoid tissue especially near the centres of the glands. 
They are not present in germ centres nor in the endo- 
thelium of sinuses. 

Tonsil.—Similar groups are conspicuous near the 
junction of the lymphadenoid tissue with the adjacent 
peritonsillar connective tissue. They are less abundant 
within the rest of the adenoid tissue. 

Liver—In many foci the Kupffer cells are greatly 
distended with crystals, especially near the centres of 
lobules. Such areas are often’ infiltrated with neutrophil 
leucocytes, some of which show extreme degeneration ; 
they superficially resemble focal necroses when seen 
under low powers of the microscope. A few cystine- 
containing cells are present in the portal systems. 

‘Suprarenal body.—Cells containing crystals are densely 
aggregated in the zona reticulata and are less abundant 
in other parts of the cortex. The cortical cells of this 
innermost layer are often atrophied, presumably from 
pressure by the collections of macrophages. A few cystine- 
containing cells are also present around the central vessels 
of the medulla. 

Bone-marrow.—Conspicuous groups of the cells are 
scattered amongst the hematogenous elements (Fig. IV. 
on Plate). 

Many small foci of the cells are present in the reti- 
culum of the thymus. Occasional small groups are also 
present in the stroma of the thyroid, parathyroid glands, 
and the choroid plexus ; a few similar cells are present 
amongst some small lymphocytes behind a remnant of 





Fic. IIT. (Case 1).—Wollaston’s test. Crystals of cystine 
hydrochlorate prepared from paraffin section of supra- 
renal body. (x 86.) 


the cleft in the pars intermedia of the pituitary gland. 
Sections of the stomach, jejunum, ileum, pelvic colon, 
kidney, sterno-mastoid muscle, myocardium, lung, pan- 
creas, brain,and spinal cord were negative. It is possible 
that thinness of the tissue and looseness of texture in the 
alimentary canal allowed the crystals to be dissolved out 
in formaldehyde solution. 


MICROSCOPIC EXAMINATION OF KIDNEY AND BONES 


Kidney.—The parenchyma is greatly destroyed 
by a remarkably diffuse fibrosis of uneven density. 
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Ina ues omell islands where the interstitial tissue is 
least dense and is richest in spindle fibroblasts the 
tubules have undergone hypertrophy. Cellular infil- 
tration affects both medulla and cortex, but is most 
conspicuous in the latter, where dense collections of 
lymphocytes and plasma cells are often present. 
Neutrophil and eosinophil leucocytes are seen 
about tubules containing casts. There are a few 
groups of lipoid-containing cells in the interstitial 
tissue of the cortex. Many glomeruli have been 
completely destroyed. Recognisable glomeruli show 
all stages of necrosis of the tuft from focal areas to 
generalised necrosis and atrophy. Deposits of lipoid 
are sometimes present in tufts that are undergoing 
necrosis. A few glomeruli beneath the renal capsule 
appear normal. No glomeruli show proliferative 
glomerulitis or capsulitis. A few show ischemic 
thickening of Bowman’s capsule. 

The tubules are much atrophied and are either 
collapsed or widely patent, with flattening of the 
epithelium. Their lumina often contain casts derived 
from red blood corpuscles. In these casts groups of 
leucocytes are often present. There are also a few 
fatty casts associated with slight lipoid degeneration 
of the epithelium. The media of the arteries is 
slightly hypertrophied ; branches of the interlobular 
arteries show rarely a little fatty-hyaline degeneration. 

Bones.—Frozen sections of the costal end of a 
rib, fixed in formaldehyde but not decalcified, show 
changes ‘typical of severe rickets. The celloidin 
preparations of portions of the skeleton decalcified 
in Miller’s solution have not yet been finished. 


COMMENT 


In this case an intractable rickets associated with 
glycosuria and albuminuria appeared within 14 months 
of birth. The results of renal efficiency tests were 
normal at this early stage but there was a decreased 
sugar tolerance. After two years the patient gradu- 
ally learnt to walk but remained small and deformed. 
At the age of 9 she survived an attack of appendi- 
citis and peritonitis, and was again found to have 
albuminuria and occasional glycosuria. At 10 years 
there was a slight rise of blood pressure, a normal 
blood-urea, but subnormal clearance of urea. Eighteen 
months later she developed uremia and died with 
convulsions and nitrogen retention. _Pathologically 
there was a widespread storage of cystine crystals 
throughout the reticulo-endothelial system associated 
with severe rickets and advanced Bright’s disease of 
the nephritis repens type (Russell, 1929). Cystine 
crystals had never been seen in the urinary deposits, 
and this disorder of metabolism had therefore been 
unsuspected during life. Further investigations 
failed to establish cystinuria as a familial diathesis 
but revealed the death at 5 years of a sibling in 
apparently similar circumstances. 


Second Case 


Male, aged 16 years, Renal insufficiency ; chronic 
Brights disease ; cystine storage in tissues. 


A few weeks after Case 1 had come to necropsy 
one of us (H. J. B.) observed similar deposits while 
conducting a post-mortem examination at Selly Oak 
Hospital, Birmingham. 


CLINICAL HISTORY 


The lad was an emery-polisher. From the age of 
18 months to 7 years he had attended the Children’s 
Hospital, Birmingham, for rickets as an out-patient. 
No notes are available. He was quiet and never as active 
as other boys. He always passed large volumes of urine 


and had nocturnal enuresis up to a month before death, 
Six weeks before death: vomiting, diarrhea, and dys- 
pneea on exertion. Frequent cramp-like in abdomen. 
Very thirsty. Four weeks: herpetiform sores on the face. 
Two weeks: sleepy. One week: sore-throat. Two 
days: delirious and unconscious. On admission to Selly 
Oak Hospital: semi-conscious; generalised rigidity ; 
blood pressure, 210/110 mm. Hg. Next day: hyper- 
pnea, tetany, and anuria. Catheter specimen of urine : 
much albumin, no sugar nor acetone. Cerebro- spinal 
fluid: cells, 2-8; protein, 120 mg. per 100 c.cm.; urea, 
258 mg.; and calcium, 46 mg. Death on the ay after 
admission. 
FAMILY HISTORY 


Both parents healthy ; no albuminuria nor cystinuria. 


Two siblings, aged 12 and 3 years respectively, are well 
built and show no urinary abnormality. 


SUMMARY OF NECROPSY 

Fibrinous pericarditis. Slight hypertrophy of myo- 
cardium. Greatly reduced kidneys with smooth surfaces. 
Great diminution of cortex with blurred pattern and 
indistinct demarcation from medulla. No abnormality 
in bladder or ureters. Enlarged flabby spleen with brick- 
red pulp speckled with yellow pinpoint dots. General 
slight enlargement of lymph glands showing on section a 
reticular arrangement of bright yellow dots. Congestion 
and parenchymatous degeneration of liver. No skeletal 
deformity. Pink marrow in upper third of shaft of femur. 
A moderately nourished boy. 

Weights (body, not available); heart, 287 g.; liver, 
1387 g.; kidneys, each 85 g.; spleen, 255 g.; brain, 
1585 g. 


MICROSCOPIC EXAMINATION 


The collections of cells containing cystine crystals 
were not as abundant as in Case 1, but they appeared 
in similar situations—namely, the spleen, lymph 
glands, and liver. Sections from the other organs 
that were positive in Case 1 were not available for 
examination. 


In the spleen the cystine crystals were associated in 
many of the foci with a scanty amount of a fatty sub- 
stance which stained feebly with Scharlach R, was not 
doubly refractive, and gave a steely blue-grey to dark 
indigo reaction with hematoxylin by the Lorain-Smith 
Dietrich method. Some foci contained cystine crystals 
alone, whilst others contained the fatty substance alone ; 
the association therefore appeared to be accidental. 
Prof. Marrack obtained typical cystine crystals from 
extracts of a piece of the spleen reserved in glycerin after 
formaldehyde fixation. He found that the extracts gave 
typical reactions for cystine. Microscopically, paraffin 
sections cut at 15 gave a positive reaction with Wollaston’s 
test. 

Liver.—There is swelling and foamy vacuolation of 
small groups of Kupffer cells. Their nuclei are pyknotic. 
There is no infiltration of these foci with leucocytes as in 
Case 1, the groups of cells here being much less con- 
spicucus. The vacuoles are angular as in the cystine- 
containing foam cells seen elsewhere, but all crystals 
have been dissolved from the tissue before embedding. 

In ah internal iliac lymph gland the deposits of cystine 
crystals within groups of foam cells are conspicuous. 
Hexagonal crystals are occasionally seen (Figs. V. and VI. 
on Plate). 

Kidney.— The appearances closely resemble those 
described in Case 1. Almost all the glomeruli have been 
destroyed. Ischemic atrophy is absent. There is great 
atrophy of the tubules, and islands of regeneration are 
small, few, and ill-defined. The interstitial fibrosis is 
diffuse but of uneven density, There is less interstitial 
infiltration than in Case 1; small lymphocytes pre- 
dominate and leucocytes are rare. The vessels show slight 
medial hypertrophy but no degenerative changes. Lipoid 
degeneration is less pronounced, and there are no foam 
cells in the interstitial tissue. 


No cystine crystals were found in the kidney, jejunum, 
colon, lung, or pancreas. 
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COMMENT 


Less is known of the past history here than in 
Case 1. The early history of rickets had not been 
elicited at the time of the necropsy and an exhaustive 
examination of the skeleton was therefore not made. 
It may be assumed, however, that there was no 
appreciable degree of bony deformity or dwarfing. 
The manner of death was similar to that in Case 1. 
Pathologically the same type of nephritis is asso- 
ciated with cystine storage in the reticulo-endo- 
thelial system. As in Case 1 cystine crystals had 
not been detected in the urine during life, and hence 
this metabolic disturbance was unsuspected. A 
similarity to Case 1 is again shown by the absence 
of any demonstrable cystinuric diathesis in the boy’s 
family. 


Third Case 


Male, aged 13. Terminal uremia ; chronic nephritis ; 
eystinuria ; old operations for removal of cystine 
f. 


This case is included, by kind permission of 
Prof. Arthur Ellis, for comparison with the two 
preceding cases. 

CLINICAL HISTORY 


The patent was admitted to the London Hospital 
(Reg. No. 14021/21, Surg.) at the age of 4 years. Two 
small cystine calculi were removed by Mr. Hugh Lett 
from the bladder. The urine contained a trace of albumin 
and a few cystine c . In the following year (1922) 
he was readmitted (Reg. No. 11597/22, Surg.) with recur- 
rence of frequency of micturition and occasional hema- 
turia. The urine contained albumin and a few red blood 
corpuscles. A second examination showed numerous 
granular, hyaline, epithelial, and fatty casts. There was 
no record of cystinuria during this second admission. 
The right kidney was found at operation to be greatly 
enlarged and hydronepbrotic. A cystine stone was 
removed from the right ureter and about six small stones 
from the kidney substance. A small piece of kidney was 
removed for microscopical examination. 

Microscopical examination of right kidney (S.D. 834/22).— 
Most of the glomeruli appear normal. A few show focal 
necrosis of the tuft with a little proliferation of the adjacent 
capsular epithelium. No proliferative glomerulitis is 
present. Other tufts show progression of this degenera- 
tive process with atrophy and necrosis. The tubules are 
considerably atrophied and are separated almost every- 
where by a fibrous granulation tissue; occasionally they 
are widely dilated and the epithelium shows severe albu- 
minous degeneration. Albuminous and cellular debris 
is present in many lumina. The collecting tubules contain 
a few leucocytes. The interstitial tissue is unevenly 
infiltrated with lymphocytes, eosinophil leucocytes, and 
a few neutrophil leucocytes. Occasional rays of infiltra- 
tion pass up through the upper medulla suggesting an 
ascending inflammation, but the infiltration as a whole 
is less marked in the medulla than in the cortex. The 
media of the arterioles appears slightly hypertrophied, 
but there is no intimal change. 

Subsequent course.—The boy recovered and remained 
well on alkali therapy until eight years later. He then 
developed morning headaches, vomiting, and photo- 
phobia. In 1931, at the age of 13, he was admitted to 
the medical wards under the care of Prof. Ellis (Reg. 
No. 30494/31, Med.). He was now well built and well 
nourished. Height 4 ft. 10 in. Slight puffiness about 
eyes. No bony deformities. Blood pressure: 240/170 
mm.Hg. Fundi: right, normal ; left, swelling of optic disc, 
patches of white exudate, and hemorrhages; signs of 
old retinitis in outer part of fundus. Urine: much 
albumin; a few red corpuscles but no cystine c 
in deposit. Blood-urea: mounting from 0-064 to 0°126 
per 100 c.cm. during six weeks in hospital. Impaired 
excretion of phenolsulphonephthalein and urea. He died 
at home a few days after leaving hospital and a necropsy 
was performed there on the following day. 


SUMMARY OF NECROPSY 


(P.M. 508, 1929 Appendix.) Slight hypertrophy of 
heart. Slight general atheroma. Bilateral blood-stained 
pleural and peritoneal effusions. (idema of lungs. No 
macroscopic evidence of storage of cystine in liver and 
spleen. Hemorrhages in mucosa of descending colon. 
Anzemia and cedema of brain. Great but unequal reduc- 
tion of kidneys: right, 9 by 6 by 3 cm.; left, 5-2 by 3 
by 2 cm., with uneven granular ‘subcapsular surfaces, 
presenting in right kidney numerous small cysts. Great 
blurring of pattern of greyish-white cortex ; poor demarca- 
tion of cortex from medulla especially in left kidney. 
Numerous thin streaks and flecks of opaque yellow lipoid 
in cortex. Vessels not unduly prominent. Dilatation of 
pelvis of left kidney and of one calyx in right kidney. 
Ureters, bladder, and urethra normal. No calculi present. 


MICROSCOPIC EXAMINATION 


The kidneys show a later stage of the inflammatory 
process seen in the biopsy specimen removed nine 
years before death. A large number of the glomeruli 
have now been destroyed and progression is demon- 
strated by all stages of destruction in surviving 
tufts. There is a greater degree of tubular atrophy, 
and the interstitial tissue is less cellular. A few 
collections of cells containing lipoid are present 
between tubules in the cortex. In addition there 
is a series of changes of the kind that has been asso- 
ciated with so-called malignant hypertension— 
namely, a conspicuous fibrinoid necrosis and swelling 
of the branches of the interlobular arteries. Further 
the media of many interlobular arteries has under- 
gone a diffuse fatty degeneration ; their lumina are 
often reduced by endarteritis fibrosa. Associated 
with these vascular changes is a focal fibrino-hemor- 
rhagic necrosis of several of the glomerular tufts, 
these areas often being continuous with a similar 
change in the afferent arteriole. The media of the 
arcuate arteries shows considerable hypertrophy. 
A patchy necrosis also affects groups of tubules ; 
these areas resemble infarcts but lack a peripheral 
inflammatory reaction. 

In the left kidney there is greater destruction of 
the renal parenchyma than in the right; from the 
character of the histological changes this is appa- 
rently the result of hydronephrosis (Russell, 1929). 

Examination of the kidneys, spleen, liver, and 
pancreas for cystine crystals was negative. The 
Kupffer cells of the liver where seen were not foamy. 
The considerable post-mortem degeneration and 
bacterial infection present, however, made the 
recognition of foam cells difficult, and may have 
interfered with the preservation of any crystals that 
were present. 

COMMENT 


An important feature in this case is the presence 
of cystinuria accompanied by stones in early child- 
hood and its disappearance in later years when 
chronic nephritis had become established. Histo- 
logical examination of the right kidney at the time 
of the second operation for the removal of calculi 
showed the early stages of a chronic form of Bright’s 
disease. Despite this operation the nephritis pro- 
gressed and was the cause of death eight years 
later. At necropsy a moderate degree of hydro- 
nephrosis was observed in the left kidney accom- 
panied by characteristic histological features. In 
the right kidney dilatation was confined to one 
calyx. The nephritis present in both kidneys cannot 
be fully explained as a result either of obstruction 
of the urinary tract or of an ascending infection. 
The histological appearances are those of chronic 
insidious Bright’s disease (nephritis repens) and, 
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except for the vascular changes, bear a close 
resemblance to those seen in Cases 1 and 2. 


Discussion 


Three cases have been described in which advanced 
Bright’s disease was associated with a disturbance 
of cystine metabolism. In the first two examples 
cystine was stored in the reticulo-endothelial system, 
the deposits being visible to the naked eye as opaque 
ochreous flecks and streaks. In the third example 
cystinuria and stone-formation were recognised in 
early childhood ; no cystine was found in the tiseues 
at necropsy. 

Four cases only are on record with 4 similar storage 
in the tissues. Kaufmann (1929) observed chalky 
deposits in the kidneys, wall of the intestine, mesen- 
teric glands, liver, and spleen in a boy of 21 months 
who had died of inanition. There is no mention of 
nephritis nor of skeletal deformity. Abderhalden 
(1903) found that the foci in Kaufmann’s case con- 
tained microscopic rounded or angular crystals and 
identified them as cystine. He demonstrated cysti- 
nuria in three generations of the child’s family— 
namely, in two siblings, the father, and grandfather. 
Lignac (1924, 1925) recorded three examples in 
unrelated cases. Two were in boys, three and two 
years old respectively, and the third was in a girl of 
14 months. He stressed the bodily underdevelop- 
ment in these, and described ‘“‘ more or less severe 
rickets’ in all. In his first case pentosuria and later 
slight glycosuria were also present. The changes 


in the kidneys were inconstant. In Case 1 there was, 


a “‘severe cloudy swelling or nephrosis”’ ; in Case 2 
a “pyelogenous non-purulent acute nephritis” 
with cystine deposits in the cortex. In Case 3 
cystine stones were present in the left pelvis and in 
the right ureter; the left kidney showed “cloudy 
swelling,” the right “a pyelogenous, non-purulent 
nephritis.” Investigation of the three families for 
cystinuria was negative. 

In none of the six cases in which storage of cystine 
in the tissues has been found at necropsy had cysti- 
nuria been established clinically before death. In 
our two cases, however, no special examination was 
made to detect cystine in the urine, and no mention 
is made of such an examination in the case of Kauf- 
mann and the three cases of Lignac. On the other 
hand, in Kaufmann’s case cystinuria was established 
as a hereditary abnormality in other members of the 
patient’s family, and in Lignac’s third case cystine 
stones were found at necropsy in the urinary tract, 
so that cystinuria had undoubtedly been present at 
some time. From Kaufmann’s case there can be 
little doubt that cystinuria and cystine storage are 
due to one and the same disturbance of protein meta- 
bolism. Lignac’s third case is the only one in which 
any direct evidence can be obtained for or against 
the association of cystine storage with cystinuria, 
and the evidence is for such an association. Although, 
therefore, there is no evidence that cystinuria is 
present when storage takes place, it appears justi- 
fiable to conclude that both conditions are due to 
one metabolic disturbance and that cystine storage 
is a complication of cystinuria. 

The association of under-development and rickets 
with a disturbance of cystine metabolism in Liynac’s 
three cases and in Case 1 of the present paper raises 
the question of the nature of the relationship of these 
conditions. It has been shown by Johns and Finks 
(1920) that the amino-acid cystine is essential for 
normal growth ; hence a disorder in which the meta- 
bolism of this substance is impaired might well be 
accompanied by a retardation of growth. Yet under- 


development is not a recognised feature of cystinuric 
subjects and in neither Case 2 nor Case 3 of this 
paper was it appreciable. Two cystinuric sisters, 
aged 12 and 10 years, reported by Hickman and 
Smallwood (1935), were described as thin but well 
grown. Under-development is therefore inconstant 
in cystinuric children. 

Likewise the association of rickets with cystinuria 
is shown by the same cases to be inconstant. Yet 
the identification of a disturbance of cystine meta- 
bolism combined with rickets in Lignac’s cases and 
in our Case 1 suggests that the association cannot 
be dismissed as coincidental. Lignac’s experience, 
indeed, suggests that cystine storage would be found 
much more often in rickets, or at any rate renal 
rickets, if the possibility of its presence were kept 
in mind and special steps taken for its detection. 
In one of his three cases he could see the deposits 
only with a hand-lens, and in another he found them 
only by searching through the microscopical pre- 
parations. There are also certain clinical considera- 
tions which suggest that the cystine diathesis may 
not be excessively rare in renal rickets as a class. 
The occasional record of glycosuria in renal rickets 
(Debré et al., 1934; Fairbank, 1926) recalls the 
report of pentosuria, and later slight glycosuria, in 
one of Lignac’s cases and of glycosuria in our Case 1. 
The familial occurrence not only of cystinuria but 
of renal rickets (vide Case 1 and the review by Hamper! 
and Wallis, 1933) and the not uncommon record 
(Cameron, 1925; Foubert, 1927; Zanoli, 1929-30 ; 
Mazzeo, 1930 ; and Wheeler and Thompson, 1931) of 
caleuli of unspecified chemical composition in the 
urinary tract in cases of renal rickets and infantilism 
again suggest the linkage of faulty skeletal growth 
with cystinuria. 

As far as our present knowledge extends it appears 
likely that renal rickets rests upon a basis of renal 
injury, whether this be due to Bright’s disease or to 
nephritis consequent upon demonstrable obstruction 
in some part of the urinary tract, or upon obstruction 
indicated solely by dilatation and hypertrophy of 
the urinary tract. The remarkable similarity in the 
nephritis found in our three cases raises the question 
whether the continual excretion of cystine in the 
urine may give rise to chronic nephritis and hence, 
in some examples at any rate, to renal rickets. It is 
generally stated that cystinuria is compatible with 
normal health and that, at least in adults, the only 
ill effect to be anticipated is the development of 
calculi. On the other hand, there is experimental 
evidence, from the oral administration of cystine to 
rats and rabbits, that the kidneys are damaged 
thereby. 

Giving large doses to rabbits Lewis (1925) found that 
the animals developed nitrogen retention with proteinuria 
and casts, and died usually within a week. The kidneys 
showed cloudy swelling, casts, and,in one animal, inflam- 
matory foci. Lignac (1926) produced, by intramuscular 
injection of cystine into mice, severe cloudy swelling with 
a variable amount of perivascular lymphocytic infiltra- 
tion. In addition he obtained deposits of rod-shaped and 
hexagonal crystals of cystine in the capsules of spleen, 
liver, and kidneys. Addis, Mackay, and Mackay (1926-27) 
kept rats for periods up to 360 days on a diet containing 
1 per cent. of cystine and found no differences in growth 
or in the microscopic appearances of the kidneys on com- 
paring these with a control series. On the other hand, 
Curtis, Newburgh, and Thomas (1927) found that the 
addition of as little as 0-5 per cent. of cystine to the diet 
in rats resulted in the production of casts after four to 
five months of treatment, associated with microscopic 
evidence of tubule damage. This was confirmed by Cox, 


Smythe, and Fishback (1929) using young rats; they 
accounted for the negative results of Addis and his 





——— »* A oe 





ric 
his 
rs, 
nd 
ell 
nt 


ria 
if 


ot 


or 


— Tw aw PhS Oe Be 


TT wJr e& 





THE LANCET] DRS. ALDRED-BROWN & STEVEN: RADIOGRAPHY OF THE HAND IN RHEUMATISM [ocT. 17, 1936 905 


co-workers by the fact that the latter had used older 
animals. 

The suggestion that the kidneys of young growing 
animals are more susceptible to this kind of injury 
than are those of adults agrees with the data so far 
available in the human species. In our three cases 
there was an advanced chronic nephritis ; in Lignac’s 
three cases, all in younger children, the changes 
described were “a _  pyelogenous, non-purulent 
nephritis ’’ (two cases) and “severe cloudy swelling 
or nephrosis ’’ (one case). The two sisters investigated 
by Hickman and Smallwood both showed albu- 
minuria without other evidence of kidney damage. 
Their observation, however, that the albuminuria 
** increased or decreased (to the point of disappearing) 
with increased or diminished output of urinary 
cystine ’’ seems to point to a damaging effect of this 
substance upon the kidney. 

Assuming that a nephritis may arise in children 
as a result of cystinuria the deposition of cystine in 
the tissues might be regarded as a secondary retention 
phenomenon. This would explain the absence of 
urinary cystine when the nephritis is well established, 
as shown in our Case 3. But the failure to demon- 
strate cystine storage in this case and the association 
of such a storage with “ nephrosis ”’ in one of Lignac’s 
cases makes the acceptance of this explanation 
difficult. 

Summary 

Two cases of cystine storage in the reticulo-endo- 
thelial system associated with chronic nephritis are 
described. In one of these cases advanced renal 
rickets was present. 

In a third case cystinuria and chronic nephritis 
were unaccompanied by cystine storage in the 
tissues. 

The association of these conditions with one 
another and with renal rickets is discussed. 


We wish to thank Prof. H. M, Turnbull for his descrip- 
tion and comment on the bones in Case 1 as well as for 
general help with this paper ; Prof. J. R. Marrack for the 
chemical investigations; Dr. Donald Hunter for the 
clinical notes of Case 1; and Dr. Sybil Robinson, recently 
pathologist at Selly Oak Hospital, Birmingham, for her 
investigation of the family of Case 2. 
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RADIOGRAPHY OF THE HAND IN 
CHRONIC RHEUMATIC DISEASES 
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G. D. Steven, M.B. Edin., D.M.R., D.P.H. 


RADIOLOGIST TO THE HOSPITAL, AND SENIOR RADIOLOGIST TO 
THE ROYAL UNITED HOSPITAL, BATH 


(WITH ILLUSTRATIONS ON PLATE) 


To Gilbert Scott belongs the credit for introducing 
diagnostic radiography of the hand in chronic 
rheumatic arthritis. In his monograph ' he postulates 
four types: rheumatoid, chronic infective, osteo- 
arthritic, and gouty. To him each type presents a 
different radiological picture and from each picture 
the type may be accurately diagnosed even to the 
stage at which the disease has arrived. He emphasises 
the need for standardisation of technique for the 
diagnostic radiogram of the hand, and we agree that 
this need is particularly evident in any attempt to 
detect early osteoporosis. As the possible variables 
and faults are numerous, and X ray plants are not 
all sufficiently stabilised themselves to cope, for 
example, with commercial voltage fluctuations, we 
have ourselves introduced a visual check on each 
film taken. This is a modification of the old-fashioned 
radiometer showing steps of aluminium varying in 
thickness by 0-5 mm. 

While we do not feel justified at present in advocating 
the use of this radiometer for the actual measurement 
of bone and soft tissue density, it obviously presents an 
additional means of study in this direction, the trans- 
lucency of the tissues and the radiometer being measured 
with a spot-light and selenium cell, or similar device, and 
the one expressed in terms of the other. By such means 
we ensure that the measure of translucency is not affected 
by changes over which the technician has little or no 
control. 


To test his diagnostic principles, we radiographed 
the hands of 154 consecutive cases admitted into the 
wards of one of us (A.-B.). In addition, the sedimenta- 
tion-rate was estimated in all cases, and the blood 
uric acid level determined in the majority of cases, 
especially if there was any suspicion of gouty arthritis. 
Our results lead us to strongly advocate the establish- 
ment of, and further exploration of, the diagnostic 
features of chronic rheumatic diseases on a basis 
of clinical, radiological, and biochemical findings. 
While an increasing proportion of cases can be 
confidently grouped by one or other method of 
examination, very early diagnosis will often depend 
on -presumptive evidence from each, and if possible 
from all three, sources. The doubtful case is very 
much the concern of the diagnostician, and it is still 
with us in quite appreciable numbers. 

While admitting and appreciating certain radio- 
graphic features described by Scott and others, we 
submit that it is desirable to weigh up all the available 
evidence before accepting finally interpretations 
which may be really assumptions, such as “ infective 
type,” “‘ quiescence,” “‘ recalcification.”” In our own 
series of cases, for example, we find general or 
metabolic changes and local or granulomatous effects 
sometimes alone, sometimes together—the one or 
other predominating—and sometimes equally 
prominent. We have in some cases noted an 








™ Scott, S. G.: Radiological Atlas of Chronic Rheumatic 
Arthritis (the hand). London. 1935. 
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antagonism between the local and general. signs, 
osteoporosis being less marked in joints where erosion 
of cartilage and bone was present than in neighbour- 
ing joints still free from granulomatous changes. 
The difference, we believe, could not be entirely 
explained by greater thickness of swollen soft 
tissues. These features appear to accentuate the 
difference between local and general changes, but 
until such time as the radiological findings are backed 
by other means, we see no reason for accepting the 
one only as evidence of the so-called infective type of 
rheumatoid arthritis, especially if we keep in mind 
the analogous chronic disease tuberculosis, where 
there is a general characteristic action on the nerve- 
centre governing body temperatures, and local and 
remote granulomatous changes. 


CLASSIFICATION AND THE RESULTS 


In our series of cases we have followed Scott’s 
classification in a general way, but our correlated 
results have not led us to feel justified, as he apparently 
does, in separating the cases of rheumatoid arthritis 
from those of chronic infective arthritis. We quite 
agree with the radiological features he describes—viz., 
general changes, associated with metabolic or circu- 
latory disorders in rheumatoid arthritis, and localised 
probably granulomatous changes in chronic infective 
arthritis. We consider, however, that he has given 
no evidence to prove that the cases with local changes 
are associated with infective conditions and that those 
with general changes are free from infection. In 


both conditions we find the sedimentation-rate to. 


be substantially increased. We can go no further 
at present than describe such local and general changes 
as possible manifestations of the same disorder. 
One or other may be found alone, or predominating, 
in all stages, but the proportion where both are 
not found together becomes decidedly smaller in 
the more advanced grouping. If the differentiation 
could be established it would undoubtedly be of value, 
but where is the proof ? 

We see no reason for deviating from the recom- 
mendations of the British Medical Association Com- 
mittee 1933, and we accordingly divide rheumatoid 
arthritis into primary and secondary. 

Another exception that we take to Scott’s classifica- 
tion is the omission of marginal erosion as an early 
sign both in rheumatoid arthritis and in his group 
“chronic infective arthritis.’ His earliest sign 
in the former is osteoporosis, and in the latter, local 
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Table giving Results - mitiaireite of Hands in 154 
Oonsecutive Cases of Chronic Rheumatic Disease 
RADIOGRAPHIC DIAGNOSIS 


| Av. sed.- Av. blood 





a No. of rate uric acid 
cases. (per mg. per 
cent.). 100 c.cm.). 
Rheumatoid arthritis { Group 1 25 63-4 
(primary and ee 21 60-7 3-2 
secondary) a Se 37 58-1 
Osteo-arthritis .. ee ee 20 87-0 31 
Gouty arthritis .. oe ee 15 74-0 4°3 
Nil definite es ee 0% 33 86-0 2-9 


CLINICAL APPEARANCE IN “‘ NIL DEFINITE” CASES 


Fibrositis . “ee 25 
Subacute rheumatic infection -. 5 
Ankylosing spondylitis .. as 3 


RADIOGRAPHIC ANALYSIS OF RHEUMATOID CASES 


| | 
_— OP + OP++ | ME+ ME + + 








R.1 oe 12 ll 8 7 
R.2 o* 7 12 2 17 
MRT iss 3 36 — 40 
Total .. 22 59 10 64 





i, aa. ME = Marginal erosion. = Suspected. 
+= 


loss of cartilage. Marginal erosion may be obvious 
before either of these changes, though we would not 
go as far as to say it is always so. The typical 
erosion of early rheumatoid arthritis we consider to be 
a slight surface erosion at the articular margin in the 
neighbourhood of the attachment of the capsule, 
showing fine vague trabecular outline. In the 
** diagnostic ” radiogram marginal erosion is naturally 
demonstrated at the medial and lateral articular 
margins of the fingers, and at the anterior and posterior 
margins ofthe thumb. Its demonstration in the latter 
position leads us to suspect that small subarticular 
translucencies often seen in the fingers may be the 
result of erosion of surfaces not appearing in profile, 
and for this reason we would advocate the inclusion 
of oblique radiograms of the hand in cases where 
early rheumatoid arthritis is suspected. These 
erosions differ from those found in gout, where the 
erosions are more ary defined ; furthermore in 


LEGENDS TO ILLUSTRATIONS ON PLATE 


DRS. RUSSELL AND BARRIE 


Fie. I. (Case 1).—Cut surface of spleen to show cystine 
deposits, visible as irregular white flecks, especially 
about the grey Malpighian bodies. (x 3.) 


Fig. IV. (Case 1).—Cystine crystals in reticulum cells of 
ayy -marrow. Neutral red. (x 445.) 


Fic. (Case 2).—Lymph gland showing group of foam 
was Phosphotungstic acid hematoxylin. (x 410.) 


Fic. VI.—The same as Fig. V. showing cells containing 
characteristic groups of small cystine crystals. A 
larger hexagonal crystal is seen in bottom left-hand 
corner. Neutral red. (x 410.) 


DRS. ALDRED-BROWN AND STEVEN 


Fic. I.—Early erosions extending along articular surfaces 
from the articular cartilage. 
-R. = Sedimentation-rate. 
B.U.A.= Blood uric acid in mg. per 100 c.cm. 


Fic. I1.—Deeper erosions at articular margin. 


Fic. Itl.—Overshadowed erosions—i.e., not seen in 
profile. 


Fic. IV.—Advanced case with extensive marginal erosion. 
It,shows (1) the typical trabecu‘ar outline produced 
by “‘ granulomatous ”’ erosion into the cancellous bone ; 
(2) erosions at the anterior and posterior articular 
margins of the thumb. In the fingers, with the 
standard diagnostic radiogram, erosions on the 
anterior or posterior surfaces of the bone are over- 
shadowed and appear as translucencies (as shown by 
examples below). 


DRS. HOLLO AND’ LAUB 








Fic. I1I.—Result of experiment in the case of mobile 
mediastinum. (a) Balloon in the left main bronchus. 
Obstruction at the end of expiration, picture taken 
during inspiration: the median shadow is pulled to 
the left. (b) Obstruction at the end of inspiration, 
picture taken during expiration: the median shadow 
is pushed to the right. 
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gout in the early stages the erosions show a thin 
semi-opaque structureless zone. 

The figures set out in the accompanying Table 
show that marginal erosion is present in a slightly 
larger proportion of our general rheumatoid group 
(primary and secondary) than is osteoporosis, whilst 
even in the group of very early rheumatoid cases 
(R.I.) it occurs in the proportion of 7 to 11. 

Radiographically we divide rheumatoid arthritis 
(primary and secondary) into three groups, according 
to the activity of the disease. 


Group 1 being osteoporosis or slight marginal erosion ; 

Group 2 being loss of cartilage, increase of osteoporosis 
and/or marginal erosion with sclerosis of bone in immediate 
neighbourhood ; 

Group 3 being erosion of articular surfaces, or extension 
of marginal erosion, with increased osteoporosis, sub- 
luxation, or bony ankylosis. 


Osteo-arthritis and gout follow on the definitions 
of Scott. 

The Table shows: (a) that the average sedimenta- 
tion-rate in the rheumatoid group tends to increase 
as the disease process increases; (b) that the cases 
of gouty arthritis have on an average a blood uric 
acid content exceeding 4 mg. per 100 c.cm. of blood ; 
and (c) that cases of ankylosing spondylitis have no 
definite radiological changes in the hands. (This we 
find to be almost always the case.) 

One additional observation we wish to make is 
taken from the group of cases diagnosed clinically 
as fibrositis. In a number of these we found tiny 
opacities in the terminal joints; the blood uric acid, 
however, did not support any interpretation of an 
early gouty manifestation. In the more pronounced 
cases they actually presented a punched-out appear- 
ance in profile, but this was apparently due to a 
crater-like projection outwards as if from ossification 
round a ligamentous attachment. 


DISCUSSION 


The question remains: are radiograms of the 
hands of assistance to the clinician? A survey of 
the clinical diagnoses in the rheumatoid group shows 
the following. Out of the 25 cases in Group 1 only 
12 were clinically typical of rheumatoil arthritis. In 
Group 2, 20 out of the 21 cases were diagnosed in 
the wards as rheumatoid, whilst in Group 3 the 
radiographic and clinical diagnoses were the same. 

The discrepancy in Group 1 appears to depend 
on two factors: either the radiograms give a clue 
before the familiar clinical signs of rheumatoid 
arthritis are present, or the radiologist is basing his 
diagnosis on a faulty premiss. With regard to the 


former, we believe that in early rheumatoid arthritis 
the sedimentation-rate, by its considerable increase, 
may indicate the activity of the disease before any 
radiographic deviation in the hand is demonstrated, 
or even before the clinical signs are definite. It 
follows, therefore, that radiographic changes in the 
hand should not be taken as the earliest diagnostic 
sign. For if osteoporosis be interpreted as the radio- 
graphic sign of rheumatoid, it must be remembered 
that there are several other diseases, apart from 
chronic rheumatic diseases, chiefly metabolic, which 
also produce a generalised osteoporosis. 

We do not, however, wish to underrate the value 
of the information conveyed by the hand. A radio- 
gram of the hip alone may be diagnosed as osteo- 
arthritis, whereas the hand radiogram of the same 
patient shows a typical condition of advanced gouty 
arthritis. Summing up we may say that the radio- 
gram of the hand in chronic rheumatic diseases is 
invaluable in certain cases and should be done 
routinely where proper facilities are available. The 
interpretation, however, should be accepted cautiously 
in the present state of our knowledge and the infor- 
mation conveyed should be considered as an adjunct 
to clinical and biochemical findings. 


SUMMARY AND CONCLUSIONS 


A total of 154 consecutive cases of chronic rheu- 
matic disorders admitted to hospital have undergone 
the following investigations: (a) radiography of 
the hands ; (b) estimate of sedimentation-rate ; and 
(c) estimate of blood uric acid (in majority of cases), 
Our observations do not support Scott’s contention 
that rheumatoid arthritis, primary and secondary, 
can be separated radiologically into rheumatoid 
arthritis and chronic infective arthritis. 

In the radiograms marginal erosion, at the medial 
and lateral articular margins (especially the former 
in heads of metatarsals), was found in the rheumatoid 
arthritic group as frequently as osteoporosis. We 
believe that this marginal erosion has not previously 
been noted as one of the earliest radiological signs 
of rheumatoid arthritis; yet we know of no other 
condition in which this type of erosion occurs. Osteo- 
porosis is less reliable as a sign of rheumatoid arthritis, 
since it is found in other disease processes, chiefly 
metabolic. 

A final diagnosis should not be based on a radio- 
gram of the hand. The radiographic appearances 
should be correlated with the clinical and biochemical 
findings. 


We wish to express our thanks to Dr. H. J. Gibson for 
the biochemical work entailed. 


LEGENDS TO ILLUSTRATIONS ON PLATE 


DRS. PARKINSON AND BEDFORD 


. I.—Diagram of radiological anatomy of the heart 
and aorta in the left (or II) oblique position. 


. II.—Special drawing of normal teleradiogram in the 
left oblique position to show the aortic triangle. 


. III.—Anatomical dissection by Dr. Clifford Hoyle to 
show the aortic triangle, and the heart and aorta in 
the left (or IL) oblique radiological view. 
IV.—Teleradiogram in the left oblique position 
showing the aortic triangle. Healthy man, aged 30. 


3. V.—Teleradiogram in the left oblique position showing 
the barium-filled oesophagus on the right border of the 
aortic triangle above the aortic arch. Healthy man, 
aged 53. 


Fic. Vi.—Syphilitic aortitis with aneurysmal pouching 
and calcification. Man, aged 58. Teleradiogram in 
the left oblique position showing aortic triangle above 
and aortic window below the aortic arch. 


‘1c. VII.—Mitral stenosis. Woman, aged 21. Teleradio- 
gram in the left oblique position showing the aortic 
triangle, obliteration of the aortic window, and splaying 
of the tracheal bifurcation. 


VIII.—Intrathoracic goitre. Woman, aged 63. Tele- 
radiogram in the left oblique position showing the 
aortic triangle with the edge of the goitre forming 
its right border. 
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A TEST FOR THE MOBILITY OF THE 
MEDIASTINUM 


UNILATERAL PLUGGING OF A MAIN 
BRONCHUS 


By Juxius Hor.6, M.D. 
AND 
LapDIsLas Laus, M.D. 


(WITH ILLUSTRATIONS ON PLATE) 





THORACIC surgeons agree that to know the mobility 
of the mediastinum would be very important in 
estimating the risk of many thoracic operations. 
They also consent that at present there is no depend- 
able method of examining this mobility. 


We devised a method of examination which is 
performed in the following way :— 


For plugging the bronchus a distensible rubber balloon 
or, even simpler, the rubber end of an eyedropper, mounted 
on the end of a soft rubber tube, is used (Fig. I.). To 
facilitate the introduction of the instrument, the olive of 
a duodenal tube is fastened to the end of the rubber tube ; 
in this way the olive will come to lie inside the balloon. 

The rubber tube is introduced through the mouth, the 
larynx, and the trachea. Preparation and anesthesia 
of the patient is done in the same way as usual with 
bronchography. The examination is performed on an 
empty stomach. The evening before, the patient is given 
some sedative, and half an hour before the examination a 
hypodermic injection of morphine and atropine. Anzs- 
thesia is carried out by spraying with the following 
solution :— 


Pantocain . . le. | Petaosiaes een (2 per 
Epinephrine | t.) ° 25g. 

(1:1000) 5c.cm. Carbolic ‘ack i per 
cent.) to mak 100 c.cm. 


The oral cavity and the pharynx are sprayed first, then the 

larynx and the trachea, finally 2c.cm. is introduced into 

the trachea, while the patient leans towards the side to 
be plugged. 

The rubber tube is made to pass the larynx with the aid 

of a laryngeal forceps and then pushed to the depth 

desired, the patient 

still leaning towards 

the side to be ex- 

¢/ amined. Neither 

j tube nor balloon 

should be oiled, for 

this may cause the 

balloon to slip from 

its place when dis- 

tended. Great care 

should be taken in 











= placing the balloon 
Zz at a level just below 

Vc the bifurcation and 
_ \ above the branching 
ZF, ~ off of the bronchus 
$ ~ of the upper lobe 
fo . (Fig. IT.). If it lies 


higher, it will also 

obstruct the other 

oe lung, whereas if 
it lies lower, it 

Fig. I1.—Schematic drawing of the will fail to obstruct 
balloon in situ. the upper lobe and 

will reduce the 

effect of obstruction. This point is especially impor- 
tant if the right side is to be plugged, because the 
right main bronchus gives off its first branch quite high 
up. Exact placing is accomplished by pulling the tube 
through the hole made in a flat cork, held by the 
patient between his teeth during the examination. The 
cork is fixed on the tube at a distance from the balloon 
corresponding to the distance of the teeth from the point 
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iaistieliial in the main heundiiies ; in edulte ‘this is 
27-30 cm. 

The final exact placing and the distension of the balloon 
is carried out under the X ray screen. The balloon is 
shown by the metal olive and still more by filling it not 
with air, but with a 20 per cent. solution of potassium 
iodide. To accomplish this a 10 c.cm. syringe, filled with 
the iodide solution, is attached to the outer free end of the 





Fie. I.—The apparatus with balloon distended. 


rubber tube. The air contained in the tube is aspirated 
before the examination and replaced with iodide solution. 
The latter should fill the balloon, but by no means distend 
it. The amount of fluid necessary for the distension of 
the balloon should be determined beforehand. No 
excessive pressure should be used in filling the balloon. 
The patient, being unable to speak with a tube in his 
larynx, must be instructed how to give signs in the dark 
room by touching the arm of the examiner in case of 
necessity. 

The course of the experiment is watched under the X ray 
screen and radiograms should be taken from several 
directions, if possible. The excursions of a mobile 
mediastinum are quite considerable; the jerky move- 
ments of the median shadow are especially conspicuous 
during coughing. 

If one main bronchus is plugged after expiration 
and the patient takes a deep breath, a considerable 
negative pressure will result in the obstructed lung, 
as no air can enter into it. This exerts an energetic 
sucking’ action on the walls of the side of the thorax 
concerned and also on the mediastinum ; the degree 
and kind of the excursion of the latter will depend 
on its mobility (Fig. I[I.a). An opposite effect can be 
obtained by similarly plugging the main bronchus 
of the opposite side, or even in a simpler way by 
plugging the bronchus of the same side, but doing this 
at the end of inspiration and then making the patient 
expire. An increased pressure will result in the 
obstructed lung, pushing the mediastinum into the 
opposite direction (Fig. III.s). 

The procedure is tolerated by the patients without 
discomfort. They feel the obstruction of the bronchus 
and describe it as a feeling of oppression, interfering 
with complete inspiration and expiration. 

Budapest. 
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THE AORTIC TRIANGLE 
A RADIOLOGICAL LANDMARK IN THE 
LEFT (or II) OBLIQUE POSITION 


By Jonn Parkinson, M.D., F.R.C.P. Lond. 


PHYSICIAN TO THE CARDIAC DEPARTMENT, LONDON HOSPITAL ; 
PHYSICIAN TO THE NATIONAL HOSPITAL FOR 
DISEASES OF THE HEART; AND 


D. Evan Beprorp, M.D., F.R.C.P. Lond. 


PHYSICIAN WITH CHARGE OF OUT-PATIENTS, MIDDLESEX HOSPITAL, 
AND THE NATIONAL HOSPITAL FOR DISEASES 
OF THE HEART 


(WITH ILLUSTRATIVE PLATE) 





As the traditional clinical approach to the heart 
had always been from the front, it was natural that 
X ray examination of the heart should follow suit 
and be concerned first and foremost with the anterior 
view. The advantage of seeing the heart obliquely 
was first appreciated by Holzknecht,® who advocated 
rotating the patient a half-turn to his left to give 
an oblique view, named the first (or 1) oblique, or 
right oblique because the right shoulder of the patient 
is nearest the screen or film. In this view Holzknecht 
wrote of the left and the right lung fields, and parti- 
cularly of a light middle field between the heart and 
the spine (his Figure 18), which subsequently became 
known as Holzknecht’s space, or the retrocardiac 
space. It is this space which is encroached upon 
by the enlarged left auricle of mitral stenosis. 

The other routine oblique view, the second (or II) 
left oblique, in which the patient makes a half-turn 
to his right so that his left shoulder is nearest the 
screen or film, though not appreciated then, has 
recently come to be regarded as more informative 
than the right oblique, and for many purposes more 
even than the anterior view. A special value of the 
left (or II) oblique position is that in it the cardiac 
outline appears with the right ventricle on the right 
of the picture and the left ventricle on the left so 
that comparisons are easily made. In addition, it 
reveals almost the whole course of the thoracic aorta 
because this obliquity of the chest brings the aortic 
arch into a plane parallel with the screen or film and 
not practically ‘“‘end-on” as it is in the anterior 
position. With the aortic arch thus spread before 
us, there is seen within it a light area which has 
aptly been called the aortic window (Figs. I., II., and IV. 
on Plate). We have been unable to trace in the 
literature the origin of this term which has been 
current in Vienna for years. The aortic window is 
bounded above by the inner concave border of the 
aortic arch, on the right by the stem of the pulmonary 
artery, and below by the upper border of the left 
auricle. In health it may be little more than a slit ; 
in aortic sclerosis it becomes more extensive. It is 
not entirely a clear light space, for though its lucency 
is amplified by the bifurcating trachea, it also con- 
tains a part_of the dense pulmonary artery as it 
divides, and especially its left branch (Figs. I., IV., 
and VIII.). Indeed the left pulmonary artery may 
divide the aortic window into an upper and a lower 
part. Neither is the window always complete in 
outline, for in certain degrees of rotation its lower 
limit may extend into the whole light area between 
the left ventricle and the spine (Figs. II. and IV.), 
especially in healthy subjects. 

The left (or Il) oblique position is increasingly 
used in radiocardiology; and many observers, 
beginning perhaps with Hoffmann,* and including 
Dietlen,* Vaquez and Bordet,1? Assmann,' and 
several American writers,!* * 715 have described what 
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may be learned from this aspect. It will be seen how 
well this position displays the vascular contents of 
the mediastinum in the bioptic scheme. 

In the routine use of this oblique position one may 
profit from looking on the light side as well as on the 
dark (or shadow) side of the picture. Thus we have 
derived help from the recognition of a light area, 
other than the aortic window, which facilitates the 
identification of the several structures to be studied 
in the mediastinum. The purpose of this communica- 
tion is to invite attention to this new landmark— 
the aortic triangle—and to indicate its features and 
value without attempting any systematic analysis 
of the heart and aorta in the left oblique position. 

Much of the difficulty in understanding the left 
oblique view arises from the varying relations of the 
structures to each other according to the degree of 
rotation of the patient. The difficulty applies also 
to diagrams, which are static and can only represent 
what is seen at a particular degree of rotation. It is 
advisable in radioscopy to watch during the whole 
process of rotation, as thereby a conception of 
solidity and relativity of parts is acquired, and 
deviations from the normal are more clearly per- 
ceived. During this procedure as the patient reaches 
a rotation angle of about 30°-40°, a slit of light will 
be seen to appear high in the thorax above the aorta 
between the vascular pedicle and the spine. With 
further and considerable rotation, generally between 
40° and 60°, this light slit becomes a light triangle 
with its base formed by the upper border of the 
aortic arch, its right border by the left subclavian 
artery, and its left border by the spine (Fig. II.). 
It is also shown in our diagram of the left oblique 
position (Fig. I.—previously published **), but other- 
wise attention is not there drawn to it. 

The early workers on radiocardiology were well 
aware of the need for anatomical support in identi- 
fying X ray shadows in the normal thorax. There 
can be no doubt of the identity of the left (spinal) 
and inferior (aortic) borders, but there might be 
doubt concerning the right border if there were no 
anatomical support for the belief that it is formed by 
the left subclavian artery. Fig. III. represents a 
special dissection kindly made by Dr. Clifford Hoyle 
to show the normal relations concerned in the triangle. 
An illustration showing these anatomical relations is 
to be found (Figure 92) in the “ Practical Anatomy ”’ 
edited by Stibbe.1® It is fortunate that there are 
also combined anatomical and radiological researches 
in contirmation. Koch and Wieck *® carried out a 
painstaking research on the anatomical analysis of 
the radiographic shadows of the heart by stitching 
lead strips to the chambers and great vessels in the 
formalin-hardened thorax of normal subjects and 
those who had died from various heart diseases. 
The thorax was then stitched up and post-mortem 
radiograms were taken. The radiograms and the 
key-sketches, Tafel 10 b, 14 b, and 34 b, in their mono- 
graph, provide direct experimental evidence of the 
anatomical relations of the aortic triangle ; and lead 
strips round the left subclavian artery show that 
this forms the right side of the aortic triangle in the 
living a8 we are describing it. Direct confirmation 
on this point has also been afforded recently by 
Laubry and his co-workers in opacification studies 
on the cadaver, for their Figure 34 happens to show 
the anatomical borders of our aortic triangle.” 

The relationship of the esophagus to the light 
triangle in life is easily determined by visualising it 
with barium. Anatomically it may lie in the triangle 
as shown by Corning? in his Figure 256, and by 
Stibbe ?* in his Figure 92; but in life it runs adjacent 
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to the right border of the triangle, the left sub- 
clavian artery, and does not enter the light triangle 
itself (Fig. V.). 

The trachea lies farther to the right, separated from 
the triangle by an opaque strip of the supra-aortic 
vascular pedicle (Figs. I., II., and VII.); so the trachea 
does not enter into relation with the triangle. Unless 
the right arm and shoulder of the patient are held 
well forwards, the posterior border of the right scapula 
may show as a line across the light triangle and 
possibly give rise to misinterpretation. 


CLINICAL APPLICATIONS 


Having described briefly the aortic triangle with its 
relations and anatomical basis, we recommend it as 
a landmark of a certain value in surveying the con- 
tents of the thorax as they are displayed in the left 
(or II) oblique position. 

It is a simple and rapid key to the summit of the 
aortic arch, for it is this which forms the base of the 
light triangle. Direct measurement of the diameter 
of the aorta at this site would be easy if the lower 
border of the aorta were as clear and defined as is 
the upper border by virtue of the light triangle. 
It is true that the lower border is the upper boundary 
of the aortic window, but the natural contents of 
this space include the left branch of the pulmonary 
artery and other opacities, including glands and 
tissues about the bifurcation of the trachea, and so 
the lower border of the arch of the aorta is some- 
times indistinct. Yet, if it can be identified, it permits 
a measurement of aortic diameter which is frequently 
of clinical importance. This particular site is pictured 
in his Figure 129 in Volume I by Assmann.! Simi- 
larly, Hampton and Duckett-Jones 7 make use of 
this site for the purpose of measuring the diameter 
of the aorta at its arch (their Figure 4). On the other 
hand, most writers have sought to measure it near 
this site through the trachea (e.g., Hampton, Bland, 
and Sprague *). We are satisfied that the method 
which utilises the aortic light triangle is far more often 
practicable than that utilising the trachea of which 
the lucency diminishes the density of the aortic 
shadow. As Dietlen * says, the light band of the 
trachea cuts a portion out of the shadow of the arch. 
The difficulty in deciding the optimum position for 
measuring the aorta has arisen chiefly from failure 
to rotate the patient sufficiently in this left oblique 
position, and it was not until we habitually did so 
that we were convinced of the superiority of the 
non-tracheal, the triangle site here described. 

The size of the triangle is diminished most often 
by elongation of the aorta from arteriosclerosis 
involving it, because this causes extension of the 
summit towards the neck. The aortic triangle 
diminishes and the aortic window enlarges in pro- 
portion to the lengthening of the aorta. To a lesser 
extent hypertension alone, and syphilitic aortitis 
may do so, though these two conditions more typically 
produce an unfolding of the aorta with perhaps some 
enlargement of the aortic window. The light triangle 
may be encroached upon if the arch of the aorta is 
the seat of syphilitic aortitis with aneurysmal dilata- 
tion. On the other hand, the triangle may persist 
as a high light in aneurysm with sacculation remote 
from it (Fig. VI.). 

In mitral stenosis the aortic triangle is preserved, 
even if diminished from distension of the pulmonary 
artery and the extension upwards of the enlarged 
left auricle—factors which obliterate the aortic 
window. As is well known, a by-product of this 
displacement is splaying of the tracheal bifurcation 
and compression of the left bronchus (Fig. VII.). In 


aneurysm of the pulmonary artery a similar effect 
is seen upon the triangle and the aortic window 
respectively. 

A large goitre when in part or entirely substernal 
may form the right side of the triangle or displace 
the left subclavian artery farther to the left and so 
reduce the area of the triangle (Fig. VIII.). This is 
an excellent position in which to watch the goitre 
jerk upwards when the patient swallows, or, perhaps 
better, coughs. 

The size of the triangle is increased in capacious 
chests where the diaphragm is normal or placed low, 
and the aorta is healthy. Under these conditions, 
of course, the summit of the aortic arch lies at a 
relatively low level. In emphysema, if similar con- 
ditions obtain, the triangle may be quite large ; and, 
below it, the left branch of the pulmonary artery 
crossing ‘the aortic window forms a striking feature. 

Although not directly pertaining to this com- 
munication, it is noteworthy that more attention is 
being directed to the upper aperture of the thorax, 
this region of the body where the thorax joins the 
neck, for radiology permits its examination in life. 
Thus, Danelius * describes the pleural folds running 
up behind the csophagus separating a right and left 
portion of lung tissue hidden behind the trachea 
and csophagus in anterior radiograms. These are 
visible by lateral view and are continuous below 
with the light area we are describing above the aorta. 
His Fig. 6 shows the relations of this retro-cesophageal 
part of the lung. Recently, McGibbon and Mather # 
have discussed the anatomy of this region, especially 
in relation to the fascie and the cellular spaces 
extending from thorax to neck. Their Figure 4 
may possibly represent the aortic triangle rather 
than an abnormal pocket of air. 


SUMMARY 


In radiological examination of the chest in the left 
(or II) oblique position a translucent triangle is to 
be seen surmounting the upper border of the aortic 
arch, provided the subject is rotated by 45° or more. 
The right border of this aortic triangle is formed by 
the left subclavian artery, the left border by the spine, 
and the base by the arch of the aorta. The esophagus 
in life lies at the right border; the trachea lies 
farther to the right, within the brachio-cephalic 
vascular pedicle, and is unrelated to the triangle. 

Measurement of the diameter of the arch of the 
aorta is often possible by utilising the base of the 
triangle as the upper point and the upper limit of 
the aortic window as the lower point of measure- 
ment. The aortic triangle is diminished by elevation, 
elongation, or dilatation of the aortic arch. An 
intrathoracic goitre or aneurysm of the arch of the 
aorta may encroach upon it. The triangle is enlarged 
by conditions which lower the aortic summit, and 
by emphysema. 

The aortic triangle is proposed as a landmark, 
additional to the aortic window, to simplify X ray 
examination and measurement of the aorta, and 
identification of the other structures in the thorax 
as seen in the left (or II) oblique position. The 
vascular contents of the mediastinum are better 
displayed when the patient is rotated 45° or more 
to the right, until the aortic triangle appears, than at 
lesser degrees of rotation. 
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CLINICAL IMMUNITY * 


Wititiam Witicox, K.C.LE., C.B., 
M.D., F.R.C.P. Lond. 


CONSULTING PHYSICIAN TO ST. MARY’S HOSPITAL, LONDON 


By Sir C.M.G., 


IMMUNITY may be defined as the increased resis- 
tance of the cells and tissues of the body to the effects 
of foreign toxic substances. The recently much used 


term ‘allergy’ means a _hypersensitiveness or 
diminished reaction capacity or resistance to a 


foreign substance introduced into the body. In other 
words, it means a negative or abnormally diminished 
immunity. 

Natural immunity may be racial or individual, 
and the latter may be acquired or artificial. Immunity 
may be acquired as the result of infection; for 
example, it is uncommon to have small-pox, measles, 
or scarlet fever more than once. Artificial immunity 
may either be (a) active, where protection is brought 
about by inoculations with the specific infective 
organism (typhoid, cholera, plague, scarlet fever, 
diphtheria, small-pox), or (b) passive, where pre- 
formed antitoxins, obtained from animals or con- 
valescent patients, are injected into the circulation 
(tetanus, diphtheria, scarlet fever, anthrax, measles, 
polio-encephalomyelitis). 

In acute illness very often life hangs in the balance 
and a straw mav make the scales verge to life or 
death. Immunity raised or lowered by a dose of 
vaccine serum, or drugs may determine the issue. 
In cases of this kind our motto should be “safety 
first.” 

Active Immunisation 

Inoculation to produce an active immunity has 
its successful application in typhoid fever, where 
the work of Wright and Leishman has proved of 
incalculable benefit. Experiences during the late 
war showed that the enteric cases included large 
proportions of paratyphoid fever as well as true 
typhoid and the combined vaccine introduced in 
1915 gave a wider prevention. On similar lines 
prophylactic inoculation for plague and cholera has 
been extensively practised with success though 
perhaps not giving the same degree of prolonged 
immunity. 

In inoculations of this type large doses of organisms 
are given at two or more spaced intervals, the doses 
being in the region of 1000 millions of organisms. 
Care is necessary where the patient is known to be 


* Abridged from a presidential address to the Medical Society 


of London on Oct. 12th 
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allergic, when smaller and more graduated spaced 
doses may be required. Also where there is a prob- 
ability of the person being in the incubation stage 
of the disease prophylactic inoculation with large 
doses is best avoided, and the same applies to cases 


where the disease has only recently subsided. Two 
cases of typhoid fever illustrate this. 
Case 1.—A married woman, aged 26, had a severe 


attack of typhoid fever, the pyrexial period lasting from 
June 30th to August llth. The temperature 
normal till August 20th when inadvertently an inocula- 
tion with 1 c.cm. of prophylactic T.A.B. vaccine was 
given. This was followed by an immediate severe relapse, 
with a temperature of 103-5° F. and rigors, the pyrexial 
period lasting till Sept. 9th. The large dose of vaccine 
undoubtedly caused this severe relapse. 

Case 2.—Two children (sisters) had recently been stay - 
ing together at Bournemouth for three weeks and left 
on August 22nd. One, aged 4}, developed a mild attack 
of typhoid on August 28th, the pyrexial period lasting 
till Sept. 14th. The other, aged 10, in apparently normal 
health but no doubt in the incubation stage of the disease, 
was given on Sept. 5th 4 c.cm. of prophylactic vaccine. 
This was followed immediately by a rigor and a tempera- 
ture of 105° F. A very severe attack of typhoid followed, 
with temperature ranging between 103° and 105° for 22 
days. In this case prophylactic inoculation would have 
been best avoided, and possibly if it had not been under- 
taken there might have been no attack at all. 


remained 


Prophylactic inoculation has recently been applied 
with success in scarlet fever and diphtheria, and 
this method of immunisation is essential for the 
protection of nurses and attendants and those exposed 
to infection in fever hospitals. 

ADMINISTRATION OF VACCINE 

Though vaccines are usually administered sub- 
cutaneously or intramuscularly they have been given 
by mouth for the prevention of typhoid fever, cholera, 
and dysentery, and recently for influenza and colds. 

Typhoid Fever.—Colver (1929) gave to the natives in 
the South African mines three doses by mouth of 45,000 
millions dead T.A.B. bacilli at spaced intervals, and in 
this way greatly reduced the incidence of typhoid fever. 

Cholera.—Russell (1927) in India gave three doses of 
cholera vaccine combined with bile by mouth, for prophy- 
laxis, and obtained results which compared favourably 
with subcutaneous inoculations (vide Table). 


Cholera Vaccine, Oral and Subcutaneous 


: Case- 
Nature of Cases iene eon 
. - No. of Deaths. “ _ tality 
vaccine, . eT 
cholera. per 
cent 
cent 
Three | Senne of vaccine 
by mouth .. 4,932 18 4 0°36 22°2 
Cholera vaccine sub- 
cutaneously . | 25,645 90 7 0°35 30°0 
Controls untreated 36,649 711 277 1°94 39°0 
Dysentery.—Nicolle and Conseil in 1923 immunised 


persons exposed to dysentery infection by giving by 
mouth four doses of 100,000 millions dead Shiga bacilli 
at spaced intervals. In a barrack epidemic at Versailles 
the incidence rate in the unprotected was 27-7 per cent., 
while that in those protected by: oral administration 
was only 7-6 per cent. 

Intravenous administration of large doses of vaccine 
has been adopted where, as in chronic arthritis or 
mental disease, a strong pyrexial reaction, sometimes 
called protein shock, is desired. T.A.B. vaccine is 
usually employed for this purpose. Rectal administra- 
tion of vaccines does not appear to have been tried. 

In giving prophylactic doses of vaccine subcu- 
taneously, intramuscularly, or intravenously, care 
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must be taken that the subject is in normal health 
and a rest of 24-48 hours afterwards is required. 
Alcohol should be avoided on the day of inoculation. 


Passive Immunisation 

Immunity acquired passively lasts only a few 
weeks but has proved of great value in the cases of 
those exposed to the infection of diphtheria, or 
scarlet fever, or from a wound involving risk of 
tetanus. A small dose of the specific antitoxic serum 
gives a definite immunity over a short critical period. 

Those attached to fever hospitals are too familiar 
with the dangers of cross-infection. It has been 
found that cases of measles admitted to a general 
fever hospital may with advantage be given a small 
dose of antiscarlatinal and antidiphtheritic serum 
to protect them during their period of stay. Then 
again, where a susceptible person has been in contact 
with a case of measles in the acute stage, it has been 
conclusively shown by our experience at the London 
Fever Hospital that a dose of convalescent measles 
serum gives an effective protection for several weeks 
and tides the suspect over the critical period. If 
given as late as the sixth day of incubation it modifies 
the severity of the attack. 

Serum Fever.—Certain precautions are necessary, 
however, where the serum given is derived from an 
immunised horse, for foreign protein, even in normal 
persons, usually gives a reaction about the sixth 
day after injection (from the fourth to the tenth 
day). The serum fever reaction is accompanied by 


an urticarial rash commencing at the site of injection,’ 


and general rhetimatic pains in the joints, general 
discomfort, and pruritus. As a rule the illness is slight, 
lasting only two or three days. Sometimes however it is 
severe and associated with rigors and even widespread 
purpura, and it may last several days. For example : 

Case 3.—A boy, aged 15, was admitted to the London 
Fever Hospital on Sept. 27th with scarlet fever, on the 
first day of his illness. On the day of admission he was 
given 10 c.cm. of antiscarlatinal serum. On Oct. Ist the 
temperature rose, and on Oct. 2nd there was an extensive 
purpuric petechial rash, with a rigor and temperature of 
104° F. On Oct. 3rd there was another rigor, with a tem- 
perature of 105° and an urticarial rash, together with 
petechial spots. The pyrexia continued till Oct. 8th 
and then subsided with a good recovery. 

If a patient is allergic, or has any disease associated 
with hypersensitiveness, such as exophthalmic goitre 
or nephritis, dangerous symptoms may be associated 
with the serum fever reaction. I have seen three 
fatal cases in which antistreptococcal serum had 
been given, for acute tonsillitis due to streptococcal 
infection, to patients suffering from exophthalmic 
goitre. The serum fever reaction caused acute hyper- 
thyroidism and fatal myocardial disturbance. 

Anaphylavis, or sudden dangerous collapse after 
the injection of a foreign serum, is a possibility that 
should always be borne in mind. It is likely to occur in 
persons who have had a dose of serum more than 
14 days previously and have thereby become sensi- 
tised, or in other allergic cases. Danger may be sus- 
pected by the reaction from an intradermal test. 
A practical method of safeguard is to give an initial 
dose of 0-5 c.cm. of serum, and if no unpleasant 
reaction occurs to give the remainder of the dose in 
halfan hour. Repeated large doses of serum may then 
be given with safety but the interval between them 
should not be greater than five days. 


Immunotherapy 


When the patient is already suffering from active 
disease, attempts may be made to induce immunity 
either passive or active. 
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PASSIVE IMMUNITY 

Examples of passive immunisation are the use of 
antidiphtheritic serum, antihemolytic or antiscarla- 
tinal streptococcal serum, and antipneumococcal 
serum, which is specially useful in infection arising 
from Types 1 and 2 pneumococci. Antisera are used 
in many other diseases, such as staphylococcal 
infections, anthrax, and botulism, and also as an 
antidote to the venom from srake bites. 

I should like to emphasise tne value of antistrepto- 
coccal serum (polyvalent or hemolytic according to 
the type of infection) in cases of acute arthritis asso- 
ciated with definite pyrexia. Serum usually brings 
the temperature to normal in a few days, and then a 
specific active immunity may be effected by appro- 
priate doses of an autogenous vaccine. 

In some cases of extreme allergy where immuno- 
therapy is impossible owing to an intolerant sensi- 
tiveness to the smallest dose of vaccine and where 
serum subcutaneously would be dangerous an immu- 
nity may be effected with safety in two ways. 

Rectal administration of antiserum has been used 
by me for several years, and in some cases the results 
have been dramatically successful. The serum 
(10-20 c.cm.) is mixed with 5 oz. of warm normal 
saline and administered per rectum, a rectal wash- 
out having been given two hours before. The serum 
is given daily in this way for three or four days. No 
serum reaction follows this method of administration 
and no risk whatever attaches to it. Examples are : 

Case 4.—A boy, aged 14. Acute infective arthritis, 
with changes in joints of shoulders, elbows, wrists, hips, 
and knees. Pyrexia 98°-101° since May 22nd, 1935. A 
streptococcal infection was found in nasopharynx and 
stools. Very small doses 1/100 million organisms pro- 
duced severe reaction owing to the highly allergic state. 
At this stage (March 30th, 1936) antistreptococcal serum 
(10 e.cm. in 5 oz. of normal saline) was administered per 
rectum daily for three days. The temperature fell to 
normal after the second dose and remained normal after- 
wards. There was a marked improvement in the joint 
conditions and general health. A definite immunity had 
been at last established. 

Case 5.—Man, aged 21. For two years intense asthma, 
with many spasmodic attacks daily. Adrenaline had been 
given so frequently that the case was referred to me as 
a case of addiction to adrenaline. A highly allergic con- 
dition was present. A streptococcal infection was found, 
and marked focal infection in the gums (pyorrhcea) and 
both tonsils. After admission to nursing-home on Feb.6th, 
1935, pyorrhea was treated by gingivectomy and local 
treatment by Mr. Wilfred Fish. On March 20th, 1935, 
the very septic tonsils were removed under Avertin and 
gas-and-oxygen by Mr. C. W. Hope. The attacks still 
persisted though they were less severe. An attempt was 
made to immunise the patient by using a vaccine of 
1/100 million per c.cm., giving doses of 1 or 2 minims. 
The attempt proved futile. Thenon April 21st, 1935, 
antistreptococcal (hemolytic) serum 10 c.cm. was given 
per rectum, in 5 oz. normal saline, and repeated daily 
for six days. This treatment established a complete 
immunity, and no attacks of asthma occurred afterwards. 
This patient has continued in excellent health up to the 
present time and has been quite free from asthma and 
back at his work. It would have been highly dangerous 
to have given the serum subcutaneously in this case. 

Case 6.—Man, aged 72. Acute infective fibrositis and 
arthritis with pyrexia 98°-100° from Feb. Ist, 1936. 
Attempts at immunisation with very small doses of auto- 
genous streptococcal vaccine failed. On March 24th, 
1936, 10 c.cm. antiscarlatinal serum was given per rectum 
in 5 oz. warm normal saline, and repeated daily for three 
days. Improvement resulted at once. The temperature fell 
to normal, and the fibrositis and arthritis rapidly cleared 
up. The patient has remained well up to the present time. 

The administration of antiserum per rectum is 
indicated in infective cases where owing to an allergic 








Ss oom ere oo Bb eo 


oo = Q-m 42 wa Oo eo = 


ee ae ee ee ee ee ee —-— ©. 4 of FP 


— es ee 


pa 


~~ = bow oe 


THE LANCET] 


condition vaccines or subcutaneous serum are contra- 
indicated. I have had a number of cases where this 
method of treatment has been highly successful. 
Antipneumococcal serum has been given by this 
method with success in allergic cases. 

Immuno-blood Transfusion.—In cases where a high 
degree of allergy exists an immunity may be estab- 
lished by immunising a donor of the same blood 
group against the infecting organisms by subcutaneous 
injections of autogenous vaccine. The patient is 
given small: doses (10-20 c.cm.) of the immunised 
blood from the donor every 4-6 days. An immunity 
may be established by this means when other methods 
have failed. 


Casz 7.—Boy, aged 18. Parenchymatous nephritis. 
In hospital 14 months. Paracentesis of pleural cavity 
ten times, of abdomen twice. This apparently hopeless 
case was treated with success by several immuno-blood 
transfusions (10 c.cm. doses intravenously) and made a 
complete recovery. 

Case 8.—Woman, aged 23. Acute infective arthritis 
in knees, shoulders, elbows, and feet for two years. Quite 
crippled. In hospital for three months. Streptococcal 
infection found. All attempts to immunise this patient 
by vaccines failed. 1/1000 million organisms produced 
severe reaction. Immunity was established by six intra- 
venous injections of 10 c.cm. blood from an immunised donor. 
After this, improvement in the joint condition took 
place, and it was possible to give autogenous vaccine in 
very small doses which were gradually increased. The 
patient improved greatly and is able to get about with 
comfort. 


Large immuno-blood transfusions (half a litre or 
more) have been used in acute septicemic infections, 
but they do not appear to give much better results 
than a simple blood transfusion. 


VACCINE THERAPY IN DISEASE 
The work of Sir Almroth Wright, the late Captain 


S. R. Douglas, and their co-workers, placed vaccine 
therapy on a quantitative basis. Their studies on 
opsonins, which involved enormous labour—too 
great for general use—were of great value in the 
determination of the effects caused by inocula- 
tion and the estimation of the suitable dose in the 
individual case. 

I am a great believer in vaccine therapy, and I 
fully realise that this form of treatment has had a 
phase of discredit and disrepute. The reason is that 
clinical immunity in active disease is a most delicate 
process and requires the most judicious handling 
and careful study of each individual c:se. No two 
patients are alike, and the optimum dosage for each 
varies at every phase of the disease. Vaccine therapy 
is not a mechanical process of universal application, 
and the disrepute into which it has fallen in many 
quarters is due to the fact that too little attention 
has been paid to the appropriate dosage for individual 
cases, and that the delicate mechanism of immunity 
is not appreciated. 

Immunity is like appetite—an over-satiation of 
food destroys it. The common fault in vaccine 
therapy in acute cases is that the doses of vaccine 
are much too large. There are three factors which 
need careful consideration before vaccine therapy 
is applied :-— 

(1) Allergy.—Is the patient hypersensitive to vaccine ? 
A careful clinical study will elucidate this. 

(2) Focal Infection.—Is there a focus of infection which 
is discharging toxic products constantly into the circu- 
lation and so causing an allergic condition ? If so, vaccine 
therapy is useless until this is dealt with by appropriate 
measures. 

(3) Symbiosis.—The combination of two diseases pro- 
duces an enhanced clinical effect. Thus a chronic malarial 
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infection may prevent the application of vaccine therapy 
for an additional disease such as pyelitis, or a focus of 
dental infection may inhibit the application of staphylo- 
coccal vaccine or toxoid for recurring boils. 


If vaccine therapy is to be successful one must 
begin with a clean slate. An intercurrent infection 
must be dealt with before one can hope for decided 
results. 

In an ordinary case of streptococcal infection with 
no marked allergic symptoms a strength of 5 million 
per ¢.cm. is suitable to commence with, the initial 
dose being 0-1 c.cm. and weekly doses increasing by 
1 or 2 minims each week may be given. This pre- 
liminary course may be followed by weekly doses 
of a vaccine of strength 50 million per c.cm., com- 
mencing with 0-1 c.cm. and increasing the dose by 
1 minim each week. An optimum dose of 0-5 or 
1-0 c.cm. may be afterwards given fortnightly over a 
required period. 

Where pyrexia occurs, as in acute and subacute 
infections, allergy is very likely to be present. 
I have found that in such cases a very weak strength 
of vaccine (1/10 or 1/100 million streptococci 
per ¢c.cm.) gives much the best results. 

Case 8.—Woman, aged 42. Streptococcal infection in 
nasopharynx, urinary tract, bowel, and cervix; pelvic 
inflammation present. The use of an autogenous vaccine 
of 1/100 million per c.cm. beginning with a dose of 0-1 c.cm. 
(i.e., only 1000 organisms) and increasing by 1 minim on 
successive doses gave excellent results, and an immunity 
was established with complete and rapid clearing-up of 
the local symptoms. 

Case 9.—Woman, aged 24. 
sitis of two years’ duration. Streptococcal infection in 
nasopharynx and intestine. An initial dose of 0-1 c.cm. 
of an autogenous vaccine strength (5 million per c.cm.) 
produced an acute attack of angioneurotic cdema. 
The strength of the vaccine was reduced to 1/10 million 
per c.cm., when a graduated series of doses quickly gave 
an excellent immunity which was accompanied by a 
complete clearing-up of the symptoms. 


A case of infective fibro- 


The above remarks refer to streptococcal infections, 
but the same principles apply to other infections— 
e.g., Staphylococcal or pneumococcal. Thus in staphy- 
lococcal infections with no marked allergic symptoms 
a vaccine of strength 1000 million per ¢.cm. is com- 
monly and appropriately used ; but where an allergic 
condition exists, as in acute and subacute infection, 
a vaccine of one-hundredth the strength would be 
advisable to begin with, and is much more likely to 
establish immunity than the exhibition of larger 
doses. 

The best results from vaccine therapy are un- 
doubtedly obtained by the use of autogenous vaccines 
made from the specific infecting organism. Stock 
vaccines are of great value for establishing a prophy- 
lactic immunity, but their value in active disease 
is not comparable with the beneficial results of 
an appropriately graded dosage of an autogenous 
vaccine. 

Many much vaunted preparations are on the market 
which are said to establish immunity in any case of 
illness whatever the infection. Their employment 
is unscientific, and though in some cases they seem 
to do good, it is to be feared that they carry a risk 
of breaking down the delicate immunising mechanism, 
with harmful therapeutic results. 

In conclusion it may be said that much further 
research, not only in the laboratory but by clinical 
observation at the bedside, is needed for the advance- 
ment of therapeutic immunology. A closer coépera- 
tion between the clinicians and the research workers 
in the laboratory will go far to establish this happy 
result. 
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A CASE OF PUSTULAR PSORIASIS 
WITH CONSPICUOUS INVOLVEMENT OF THE NAILS 


By GrEorrreyY DuckwortH, M.R.C.P. Lond. 


MEDICAL REGISTRAR TO ST. JOHN’S SKIN HOSPITAL, W.C.; 
DERMATOLOGIST TO THE EAST HAM MEMORIAL HOSPITAL ; 
AND PHYSICIAN TO THE LONDON SKIN HOSPITAL 





THe term pustular psoriasis was introduced by 
Dr. J. M. H. MacLeod to describe cases of psoriasis 
in which the Munro-Sabouraud ‘“ abscesses”’ had 
enlarged to such an extent as to be visible to the 


naked eye, being manifested clinically as pinpoint - 


abscesses. But the term is also used for a form of 
acrodermatitis, which, when it appears without 
psoriatic lesions elsewhere, may not suggest psoriasis 
to the mind The histopathological and bacterio- 
logical findings, however, differ from those of ordinary 
psoriasis only in degree, and the acrodermatitis may 
be followed by a generalised eruption. 

In 1930 Ingram! and Barber? stated what they 
considered to be the essential differences between 





pustular psoriasis, when confined to the extremities, 
and the condition acrodermatitis continua, which 
may cause difficulties in diagnosis. A point of dis- 
tinction, emphasised by Barber,? was that in acro- 
dermatitis continua the nails are early affected by a 
suppurative perionychia, with subsequent dystrophy, 
and perhaps disappearance ; whereas, in pustular 
psoriasis, the nails are not usually affected, and 
should they be involved, the lesions are non-sup- 
purative, being comparable to those seen in ordinary 
psoriasis. 

The following case is interesting because the 
diagnosis was clear, and suppurative involvement of 
all the nails was a most conspicuous feature. 

The patient was a single woman aged 62. She had 
never had any previous skin disease, and there was no 
medical history of any consequence. In January, 1936, 
she noticed an eruption on both elbows and the left wrist. 
A month later the middle finger of the left hand became 
affected. She sailed for America at the end of February, 


1 Ingram, J. T.: Brit. Jour. Derm. and Syph., 1930, xlii., 489. 
* Barber, H. W.: Ibid., p. 500, 


_ CLINICAL AND LABORATORY NOTES _ 


and on arrival in New York was treated for psoriasis, 
having 12 exposures to X rays. The condition became 
worse, spreading on the arms and appearing on the legs 
and body. She returned to this country and was admitted 
to St. John’s Skin Hospital on April 17th. 

On admission she was found to have a severe pustular 
psoriasis. This was generalised but most extensive on 
the extensor surfaces, the lesions being those of ordinary 
psoriasis but studded over with multiple small abscesses. 
The hands and feet were covered with exfoliating brownish 
scales, under which were many pinpoint abscesses. The 
fingers and toes were very severely involved; the nails 
were replaced by massive dried scales, between which 
pus oozed out (see Figures). The patient bad moderately 
severe pain from the fingers and toes, specially when 
the dressings were changed. 

In the middle of May the picture suddenly turned 
into one of exfoliative dermatitis, with purulent points 
distributed all over the body. The temperature was 
99° F. for three evenings. With almost equal suddenness 
the skin dried up and a general desquamation followed. 
With this there was considerable improvement in her 
general state which during the preceding few days had 
been that of a toxemia. By June 4th the skin condition 
had improved so much that the persistent acrodermatitis 
was accompanied only by a few typical psoriatic lesions 
on the right leg and a generalised staining, which followed 
the peeling. 

On June 5th an injection was given of 0-5 c.cm. staphy- 
lococeal toxoid, dilution 1:10. Three days later the 
evening temperature was raised (99-4°F.) but the skin 
was unchanged. The next day a second injection was 


' given of 0-1 c.cm. toxoid, full strength. The evening 





temperature was again 99-4°F. On the following day 
the temperature was still raised, being 100° F. in the even- 
ing, and there was a recrudescence of the generalised 
eruption, an acute erythematous dermatitis with hundreds 
of pinpoint abscesses. The extremities were considerably 
worse. This exacerbation lasted for a fortnight and then 
gradually subsided, being followed by a generalised des- 
quamation of brownish scales. During the acute stage 
the patient was depressed mentally, and complained of 
insomnia and increased pains from the fingers and toes. 
By the beginning of July the body was clear except 
for a punctate desquamation of brownish scales. There 
was a diffuse papular rash on the face and limbs, and some 
scaling. The fingers and toes were still covered by thick, 
brownish-white crusts, and pus still oozed from the small 
abscesses. Ten days later the body and face were clear. 
The arms and legs were liberally covered with a typical 
psoriatic eruption, chiefly on the extensor surfaces, but 
with a few pinpoint abscesses, some of which were oozing 
pus. The scalp, which had shared in the general process, 
was moderately affected with dandruff and had a few 
psoriatic patches. The fingers and toes showed little 
improvement. A fortnight later the psoriasis of the 
limbs was perfectly dry. The pinpoint abscesses were 
replaced by small brown scales. The fingers and toes 
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were much better but still heavily crusted and swollen. 
Regrowth of nails was detectable, but the nail beds were 
still covered by inspissated pus and scales. The patient 
had lost a little weight and was again suffering from 
insomnia. 

The treatment consisted of careful general nursing in 
bed, with a light diet and plenty of fluids. Locally, zinc 
cream and a dusting powder were found most helpful. 
Ammoniated mercury ointment (1 per cent.) was used 
for the fingers and toes. An alkaline mixture was given, 
and the bowels were kept open with saline aperients. 


The case is interesting because had the digits only 
been affected, a diagnosis of acrodermatitis perstans 
might have been made instead of pustular psoriasis. 
Since the case was typically psoriatic, however, it 
suggests that there can hardly be any essential 
difference. Examination for fungus was completely 
negative. Cultures, from the pustules, gave a mode- 
rately heavy mixed growth of Staphylococcus albus 
and Bacillus proteus. The Wassermann reaction was 
negative. There were no mucous membrane lesions. 
The way in which the condition became generalised 
could hardly be explained except by the theory of a 
toxemia. 

The treatment is only palliative. Vaccines very 
often cause an exacerbation. The acrodermatitis is 
notoriously persistent, and simple remedies usually 
prove the most helpful. X rays are without bene- 
ficial] effects, and in this particular case the condition 
grew steadily worse following exposure. Prognosis 
is uncertain. In several instances cases have gone 
on to a fatal issue; in others they have got well 
except for some obstinate patches on the digits or 
elsewhere, but relapses usually occur sooner or 
later. 


I wish to acknowledge my indebtedness to Dr. J. M. H. 
MacLeod for his kind permission in allowing me to 
publish this case; and to Dr. I. Muende for making the 
bacteriological examinations. 





AORTIC ANEURYSM 


WITH SUBSEQUENT DISAPPEARANCE OF CLINICAL AND 
RADIOLOGICAL SIGNS 


By Jutius Lipman, M.D. Liverp., M.R.C.P. Lond. 


RESEARCH ASSISTANT TO THE PROFESSOR OF MEDICINE, AND 
SAMUELS MEMORIAL SCHOLAR IN THE UNIVERSITY OF 
LIVERPOOL ; LATE SENIOR MEDICAL REGISTRAR, 
LIVERPOOL ROYAL INFIRMARY 


“ , 


CasEs of spontaneous “cure” of aortic aneurysm 
are not frequent. Oliver’ records the case of a 
patient who died of chronic hepatitis, and in whom 
a healed aortic aneurysm was found. One of Tuffnell’s 
patients under treatment for aortic aneurysm died 
as a result of an accident, and at the autopsy the 
aneurysmal sac was found to be completely filled 
with laminated clot.2. French* records the case 
of a woman who died of acute edema of the lung 
complicating chronic nephritis, in whom autopsy 
revealed a sacculated aneurysm of the aorta, the 
size of a tennis ball, completely filled with firm 
adherent clot. Stewart and Garland‘ describe a 
case with 29 years’ survival. The patient initially 
had well-marked signs of an aortic aneurysm, and 
was given a bad prognosis. Death resulted from a 
hypernephroma 29 years later, and at the autopsy 
a firm laminated clot was found in the aneurysmal 
sac, Colt ® analysed the case records of a large 
number of aortic aneurysms, and states that the 
average duration of life in cases of thoracic aneurysm 
is 19 months, and that in his series 18 years was 
the longest survival period. 


CLINICAL AND LABORATORY NOTES 
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The case recorded below is of a patient who when 
first examined exhibited definite clinical and radio- 
logical evidence of aortic aneurysm, but when 
examined 22 years later showed no signs of aneurysm. 


The patient, a hall porter aged 42, was first admitted 
to the Liverpool Royal Infirmary in 1912 complaining 
of difficulty in breathing, a ‘‘ gurgling” sensation in the 
throat, pain in the chest, and a husky voice. He also 
had stridor when asleep. On examination at that time 
the significant clinical features were inequality of the 
pulses, tracheal tugging, and abductor paresis of the vocal 
cords. Mr. Thurstan Holland reported on the radio- 
gram as follows: “I think there is no doubt but that this 
is an aneurysm.” 

The patient had been a soldier and had served in India 
and Malta. He had gonorrhea in 1895, and had a 
*bubo ” lanced at that time. He was married, his wife 
and four children being well. His wife had had no mis- 
carriages. The patient stated that he had taken a bottle 
of brandy daily for the four years previous to 1912. 
Whilst in hospital he had an attack of erysipelas, from 
which he subsequently recovered. He was treated with 
gelatin injections per rectum and calcium lactate, but a 
very bad prognosis was given at this time. 

The patient was readmitted to hospital in 1929. He 
then stated that since his discharge from hospital in 1913 
he had had only two attacks of pain in the chest and 
gurgling in the throat during the ensuing 12 months, 
and that from 1914 to 1929 he had felt perfectly well. 
His present complaint was one of pain over the lower end 
of the sternum radiating to the umbilicus, which usually 
persisted for one hour. These pains began two weeks 
before his admission to hospital, and had no relationship 
to food or exercise. The pains were eased by hot drinks, 
and eructations accompanied disappearance of the pains. 
He had had several paroxysms of this pain, but for the 
past week had been quite free. He had no further attacks 
whilst in hospital. 

On examination the heart was normal, there were no 
bruits, and the blood pressure was 110/65. The pulses 
were equal and regular. The knee-jerks were sluggish,» 
and the pupils reacted to light and accommodation. 
There were no sensory disturbances. The respiratory and 
alimentary systems were normal. Mr. H. V. Forster 
reported on the throat: ‘‘ Adduction of the vocal cords is 
good, though abduction is not perfect. One could not 
say, however, which vocal cord is responsible for the latter 
defect as they appear to abduct equally, but not fully.” 
Radiography revealed no evidence of aneurysm. The 
Wassermann reaction was negative. 

The patient reported again in October, 1935. He was 
still feeling quite well, except for slight. dyspnea on 
exertion. There were no abnormal physical signs on 
examination, the chest and heart were radiographically 
normal, and the electrocardiogram showed low voltage. 


The patient described above is thus quite well 
22 years after the original diagnosis of aortic aneurysm 
was made, the only residuum being slight weakness 
of the abductors of the vocal cords, Doubt may be 
cast on the original diagnosis in view of the subse- 
quent history, but the initial evidence for aneurysm 
appears to be very definite in view of (1) the typical 
clinical features, associated with (2) the X ray 
findings of Mr. Thurstan Holland. This case appears 
to be unique, no case of aortic aneurysm having 
been recorded, to my knowledge, in which both 
clinical and radiological signs have subsequently 
disappeared. The recorded cases of spontaneous 
“cure ’’ of aortic aneurysms have usually been those 
found at post-mortem examinations. 


I wish to thank Prof. John Hay for permission to publish 

this case. 
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SECTION OF OPHTHALMOLOGY 


At the opening meeting of this section on Oct. 9th 
Mr. W. H. McMutien delivered his presidential 
address on the causes and treatment of 


Post-operative Distress Following Operations 
for Senile Cataract 


It was a general experience, he said, that patients 
found the actual operation less unpleasant than they 
expected, but the ensuing few days so trying that 
they would be very unwilling to submit to a second 
operation. This distress following operation on the 
eye wa; pirtly physical, partly mental. 


PHYSICAL DISTRESS 


Apart from the slight pain in the eye—in the 
absence of complications—the most distressing 
physical symptoms were pain in the back and 
abdominal discomfort, the latter usually associated 
with flatulence. Pain in the back was often severe, 
and occurred in most patients who were kept for a 
long time lying motionless on the back, with a low 
pillow ; this was an unaccustomed posture for most 
people, so that the musculature of the back was 
subjected to unusual stresses, especially if the bed 
was fitted with a chain spring mattress covered with 
an unyielding overlay. The sagging of such a 
mattress into a hammock-like shape caused hyper- 
extension of the knees, and so discomfort was 
increased, Probably the perfect stillness commonly 
eenjoined on the patient aggravated the effect of 
unaccustomed stresses; it was likely, also, that 
many patients, in their effort to keep quite still in 
an uncomfortable posture, failed to relax properly, 
and so the unconscious contraction of some of the 
back muscles led to cramp, another factor of dis- 
comfort and pain. The onset of this pain might be 
delayed, and its severity lessened by the use of a 
good spiral-spring mattress, with an overlay which 
contained a number of small springs, a cushion 
beneath the small of the back, and a pillow beneath 
the knees. But in many cases it was impossible to 
prevent or relieve this pain so long as the patient was 
kept flat on his back. 

It was more difficult to explain why eye patients 
should suffer so acutely from abdominal pain asso- 
ciated with flatulence. Little seemed to be known 
as to the actual causes of flatulence. Mr. Victor 
Bonney had discussed the subject in his Bradshaw 
lecture two years ago, and further light was shed at 
the section of medicine at the Oxford meeting of the 
British Medical Association last July. The gases in 
the digestive tract appeared to be derived from three 
sources: (1) swallowed air, (2) gases diffused from the 
blood, (3) gases formed by chemical changes in the 
contents of stomach and intestines. A considerable 
quantity of air was taken into the stomach in the 
ordinary swallowing of food, and moreover, aerophagy 
often occurred in states of anxiety or emotional 
disturbance, quite apart from hysteria. It was not 


known what part chemical action played in producing 
this discomfort. A diet with a heavy starch con- 
stituent, given to a patient whose digestion was not 
robust, must help to produce painful distension. 
Peristalsis moved gases on and assisted in their 
elimination from the body, but in a patient lying 
still in bed peristalsis was much diminished. A 


colleague of Mr. McMullen’s had noted that when 
making X ray examinations after an opaque meal 
it was necessary to allow patients to get up and 
walk about, in order to obviate misleading results 
and interpretations. It was possible to minimise 
flatulence by allowing the patient to be propped up 
in bed at an early stage, and to be turned on his side 
and to draw up his knees. 


MENTAL DISTRESS 


It was natural for any but the most phlegmatic 
patient to feel great anxiety about himself after such 
an ophthalmic operation. The surgeon might assure 
him that all was going well, but some time must 
elapse before it was possible to state positively that 
he would see well again. The amount and degree of 
the post-operative distress depended largely on the 
pre-operative handling of the patient. A mild 
hypnotic the night before the day of operation, by 
ensuring good sleep, put the patient into good form 
for the procedure, but a sedative on the operation 
day was not advisable since patients behaved better 
when they were thoroughly alert. If the operation 
could be completed while the patient thought the 
surgeon was engaged on the preliminaries, it was a 
great gain. 

Apart from the anxiety which was inevitable in 
the first few days after operation, the two chief 
causes of mental distress were the immobility of the 
body which was commonly insisted upon, and the 
wearing of the binocular bandage. The insistence on 
rigid immobility certainly aggravated the mental 
strain after cataract operation, as the patient was 
continually concerned lest some slight inadvertent 
movement might imperil the success of the operation. 
So important was this immobility considered in the 
past that severe forms of physical restraint were 
employed, such as sandbag fixation of head and 
limbs. Less drastic means of physical restraint were 
tying the wrists by long loops of bandage passed 
beneath the bedclothes to the foot of the bed, so 
adjusted as to make it impossible for the patient to 
bring his hands beyond the chest level. Restraint 
was unnecessary if the eye was well shielded and a 
watchful nurse was left in charge of the patient. 
Some patients did not mind the binocular bandage, 
but it caused great distress to others and might 
even be a factor in causing the mental derangement 
which occasionally followed cataract extraction. 

It therefore became important to consider whether 
these two chief causes of post-operative distress 
were necessary, and, if so, to what extent. 


POST-OPERATIVE RISKS 


The post-operative risks which could be influenced 
by this system of nursing were: (a) direct injury to, 
or pressure upon, the eye, so forcing open the wound 
or interfering with the exact co-aptation of its 
margins ; (6) increase of intra-ocular pressure tending 
to force open the wound ; (c) intra-ocular hemorrhage. 

Direct injury to the eye was most often caused 
by the patient getting his finger beneath the dressing 
and rubbing the eye. Some patients were able to 
get beneath even a well-fitting shield, and a restless 
patient might shift the shield in such a way that the 
eye was pressed upon by it. The best safeguard was 
a watchful nurse by the bedside. Apart from external 
pressure on the globe, the only causes of increased 
intra-ocular pressure in any degree under the surgeon’s 
control were a rise of pressure in the intra-ocular 
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blood-vessels, with consequent hwmorrhage into the 
eyeball. The cause of intra-ocular hemorrhage was 
obscure, but, apart from direct injury, Mr. McMullen 
did not know of a cause which could be influenced 
by the system of nursing other than a rise of pressure 
in the intra-ocular vessels. Of the importance of 
preventing any sudden increase of that pressure there 
could be no question. In 1912 Leonard Hill showed 
how easily intra-ocular hemorrhage could be produced 
in a cat’s eye—after allowing aqueous to escape—by 
exerting pressure on the abdomen. Hence the 
importance of avoiding in these patients any sudden 
abdominal contraction, such as in coughing, sneezing, 
straining at stool, or sitting up unaided. A cardio- 
logist had told him he considered that the best posture 
for keeping the intra-ocular blood pressure as low 
as possible was the semi-recumbent one; also that 
only negligible changes followed movement of the 
limbs, or turning on the side in bed. 

It thus seemed clear that there was no theoretical 
justification for keeping these patients immobile on 
their back for a considerable period after the cataract 
extraction. As to the teachings of practical experi- 
ence, for a number of years a few ophthalmic surgeons 
had questioned the value of the traditional system of 
nursing; some, indeed, had not even insisted that 
their patients should keep to their bed after the 
operation. The older school of ophthalmologists had 
not insisted on immobility, and no ill effects seem 
to have been observed. The less rigid procedure 
seemed to be gaining ground, both in this country 
and abroad, though, judging by text-book statements 
and the practice of nurses who had been trained in 
various eye hospitals, a decidedly strict ritual was 
still generally enforced. Foreign text-books and 
personal inquiries addressed to ophthalmic surgeons 
engaged in Austria, France, Germany, Holland, 
Sweden, Switzerland, Canada, and the United States 
revealed considerable variation in practice, but on 
the whole, less severe methods than those common 
in this country. The nearest approach to the usual 
British method was that practised by Prof. Léhlein 
of Berlin. 

In private practice Mr. McMullen had for many 
years adopted a less severe routine than the usual 
one and recently he had extended this practice to 
hospital patients. Immediately after the operation 
he liked the patient to rest in a thoroughly com- 
fortable position, preferably that of semi-recumbency. 
If a flat posture was preferred by the patient, that 
was permitted, but not with a very low pillow. He 
did not insist on perfect stillness, but warned the 
patient that he must not attempt to sit up, nor to 
turn on his side, without the nurse’s assistance. 
A Fowler bedstead was in many ways convenient 
and comfortable, but had some disadvantages from 
the nursing point of view. The ordinary bed-rest 
was not satisfactory, but a form of canvas sling, 
first used by the late Mr. Mayou at the Central London 
Ophthalmic Hospital, provided a good support for 
the back. The tendency to slip down in the bed 
could be prevented by placing a pillow under the 
thighs, preferably beneath the mattress. At Mr. 
MeMullen’s hospital there was now being tried a 
bedstead, which he illustrated, fitted with a mechanical 
arrangement for lifting the knees, the back being 
meanwhile supported by a sling. The use of slings 
with the general relaxation they provided had alwost 
entirely eliminated complaints of backache, while 
abdominal discomfort and flatulence had been much 
less common. 

If a patient was comfortable and free from pul- 
monary symptoms Mr. McMullen preferred to keep 
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him in bed two or three days. If, however, he had 
a cough, or chest trouble threatened, or even if he 
found bed especially irksome he was allowed to be 
assisted into an armchair on the day following the 
operation. Should retention of urine occur, the 
patient could be assisted into a sitting posture on the 
edge of the bed, as that sometimes rendered catheterisa- 
tion unnecessary. After 48 hours it was usually safe 
to allow the night-stool to be used, but the patient 
must be helped out of bed by a competent nurse. 

As to the binocular bandage, some ophthalmic 
surgeons advocated the so-called “open treatment ’ 
—i.e., either using no covering at all, or only a thin 
layer of gauze which rested over the eye, or a shield 
without any dressing. They claimed that this 
shortened convalescence and made it more com- 
fortable, without increasing post-operative risks. In 
most clinics, however, a binocular dressing was 
applied and retained for from one to four days, and 
he had lacked the courage to carry out the open 
method. A binocular dressing was applied for at 
least two or three days, unless the patient found it 
very trying, showed signs of mental derangement, 
or developed conjunctivitis. If there was strong 
objection to the binocular bandage, Mr. McMullen 
bandaged only the operated eye, covering its fellow 
with a loose flap of lint or gauze, which the patient 
could raise if he wished to see anything. Should 
mental derangement occur, one eye must at once be 
uncovered. In the presence of conjunctivitis double 
flaps were used instead of pads. He was doubtful 
as to the advisability of applying a monocular dressing 
for several days after the binocular dressing had been 
discontinued ; it did not keep the eye at rest, and 
movement of the eye under even light pressure 
might be irritating. It was better at this stage for 
the patient to wear well-fitted dark goggles for the 
day and a protective shield at night. 

Mr. McMullen invited those who had not done so 
to try this modification of the old régime, as he felt 
sure it would prevent a great deal of real suffering. 


SOCIETY FOR THE STUDY OF 
INEBRIETY 


Tue seventeenth Norman Kerr memorial lecture 
was delivered before this society on Oct. 13th by 
Prof. D. K. HENDERSON, the chair being taken by 
Dr. WILLIAM Brown, the president. Prof. Henderson 
took as his subject 


Alcoholism and Psychiatry 


Alcoholism was, he said, one of the most formidable 
medico-social questions of the time. The total 
suppression of alcohol was neither practicable nor 
advisable; alcohol had come to occupy such an 
established place in the body economy that it would 
not be done without. It was, however, possible to 
plead, with every justification, for more universal 
moderation and temperance. Great strides in the 
right direction had already been taken, and the 
improvement had been reflected in every walk of 
life—including the mental hospitals statistics. Much 
more could be accomplished, and psychiatry—the 
term used as synonymous with everything pertaining 
to the maintenance and preservation of mental health 
—was in a favourable position for studying the causes 
of alcoholism and carrying out care and treatment. 
Nowadays it was known to be not only unwise but 
misleading to divorce the psychological from the 
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physiological, the constitution from the environment. 
There should be no hesitation in accepting alcoholism 
as an illness or disease and not as a crime or mis- 
demeanour ; as long as narrow-minded and arbitrary 
points of view existed among doctors the medical 
profession was not likely to secure the essential help 
and encouragement of other professional and lay 
people. Alcohol produced certain specific types of 
mental disorder, was a complicating factor in many 
types of nervous and mental illness and, most of all, 
was a symptom or index of an underlying nervous 
constitution and instability which might be determined 
at various levels of development: hereditary, 
congenital, environmental. The victim required 
skilled and considerate treatment. Opinions which 
held that imprisonment was a suitable treatment 
for alcoholism smacked too much of the doctrine 
of free will, were out of date, and failed to realise 
that the very intensity of the habit was the best 
indication of the presence of deeply conflicting and 
distressing elements. The prison sentence was 
totally inadequate either to benefit the individual 
or protect society ; it merely served to increase the 
sense of being wronged and to stir aggressive and 
revengeful feelings. It was one of the tasks of 
psychiatry to find out why the individual could not 
fit himself into the social fabric ; and then, if possible, 
to provide means whereby adaptation could be 
effected at a more satisfactory level. Moral, spiritual, 
and legal formule were not enough. 

Most people who took alcohol did so for its pleasur- 
able effect: the drive of the pleasure principle. 


There was more than a grain of truth in McCurdy’s ' 


statement that a person might be an alcoholic even 
though he had never consumed a drop of liquor. The 
disastrous clinical effects of alcohol had been 
summarised by Forel: ‘It accounts for from one- 
half to three-fourths of the crime, a great share of 
suicides, of mental disorders, of deaths, of diseases 
generally, of poverty, of vulgar depravity, of sexual 
excesses, of venereal diseases, and of dissolution of 
families.” Of 33 persons accused of murder whom the 
lecturer had examined the effect of alcohol had been 
an important if not the predominant factor in the 
perpetration of the crime. The quantity of liquor 
was less significant than the fact that the individual 
had a nervous, erratic, unstable constitution. Such 
people were a dangerous menace, and to allow them 
to perpetrate crimes of violence before taking steps 
to safeguard them was absurd. There was adequate 
time and opportunity for preventive measures. The 
crime was only seemingly impulsive; it was the 
culmination of a situation which had been potentially 
dangerous from the start. The aggressive instincts 
unloosed by alcohol might be turned inwards instead 
of outwards, and result in suicide. Alcohol had been 
regarded as a factor in 40 per cent. of cases of suicide 
by Norwood East and 80 per cent. by Sullivan. 
The bulk of the evidence available went to prove 
that alcohol was dysgenic, and it was fairly certain 
that parental alcoholism contributed to disorganisa- 
tion of family life and to delinquency. Records from 
mental hospitals showed the close relationship between 
alcohol and psychosis, and how frequently it was 
merely chance that the victims had escaped police. 
intervention. There was a type of case which was 
common and difficult to treat, where drink produced 
a state of vainglory and finally of oblivion, in an 
attempt to effect a transitory over-compensation 
for inferiority, but did not necessarily lead to any 
further mental disintegration. There was usually 
little difficulty in persuading the patient to give up 
drink, but the real point of the attack must be the 


remodelling of his disposition. Far too great an 
emphasis was placed on the alcoholism and far 
too little on the type of individual in whom it 
occurred. 

The tragic problem was not something to be 
accepted in a fatalistic spirit ; it was a matter bound 
up with the reactive qualities of the individual and 
his ability to meet the situations of life in a healthy, 
straightforward manner. The full and _ close 
acceptance of that point of view was the only satis- 
factory and complete method of treatment. It 
lay, therefore, in the realm of preventive medicine 
and the department of mental hygiene. Mental 
hygiene must be applied throughout life, beginning 
even before conception. It was not a matter for 
doctors only, but for parents, teachers, pastors, 
geneticists, sociologists, and all interested in health 
problems. But even with the most ideal prophylactic 
programme, cases of behaviour disorder due to alcohol 
were likely to continue, and this was where a dynamic 
psychiatric outlook would prove so helpful. There 
was no panacea, but psychiatry, with its patient 
unfolding of all the circumstances—physical, bio- 
chemical, and psychological—and its weighing-up 
of all the constitutional reactive tendencies, had a 
greater chance of producing better results than any 
other method. There was no reason why similar 
medico-psychiatric standards should not be applied 
to alcoholism as to other forms of disordered behaviour. 
Unfortunately it was not possible to treat alcoholism 
without the patient’s consent, and a stage arrived in 
the development of alcoholism which called for com- 
pulsory control. This group included the alcoholics 
who were obviously injuring themselves and their 
families, who recognised their failing, but who by 
themselves were incapable of effecting a readjustment. 
The time was past for the doctor to expose himself 
to the reproach that he could be no help to such 

ple. 

With a little more elasticity of existing laws, 
adequate provision could be made in cases of 
alcoholism long before they had been allowed to 
proceed to states of mental degeneration. If the 
patient was non-coéperative and if it was obvious to 
any fair-minded person that he was proving a serious 
menace to himself and others, then compulsory 
methods were justifiable, just as for other types of 
mental illness. The present lunacy laws were archaic 
both in name and form. The great psychiatric 
problem of the future was not cure or even care for 
lunacy, but to improve the standards of mental 
health so that lunacy became a thing of the past. 
Under the connotation of Mental Health Laws could 
be established a mental health service which would 
cater for all groups of nervous and mental illness 
of whatsoever type and grade, for all those persons 
whose disordered behaviour indicated a state of 
mental unsoundness. In many cases it was impossible 
to fill up a statutory form effecting certification in a 
few lines on the facts observed by the doctor and 
communicated by others. The majority of cases 
used as illustration to the lecture could not have been 
certified in this way, but only on a cross-section study. 
The soundness of mind of a person must be judged 
on the basis of his life-history, on a review of all the 
facts of his life in relation to his constitution and 
environment. An arbitrary period under prison 
conditions was quite unavailing; the presiding 
magistrate merely indulged in a little recreative 
guesswork which was futile. Any legislation, to 
be fully effective, would require the cordial coépera- 
tion and support of the public and the medical and 
legal professions, 
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MEDICAL SOCIETY OF INDIVIDUAL 
PSYCHOLOGY 


A SYMPOSIUM on mental health in childhood and 
adolescence was inaugurated at a meeting of this 
society on October 8th by Dr. H. Gopwin Baynes, 
who read a paper on the 


Psychological Background of the Parent-Child 
Relation 


In the course of his paper Dr. Baynes made a distince- 
tion between the psychological standpoint based 
primarily on the concept of mechanism, with which 
he associated the systems of Freud and Adler, and 
the standpoint based on the concept of value, repre- 
sented by the psychology of Jung. It is possible, 
he said, to abstract psychic mechanisms by the 
intellect and deal with them scientifically, according 
to the mechanistic hypothesis. Spiritual values, on 
the other hand, are not susceptible to a purely 
intellectual treatment, since values are appre- 
hended by feeling and accordingly demand a subjective 
understanding. Mechanisms and values are both 
integral aspects of the psychic structure. Both are 
expressions of vital energy, but the standpoint from 
which one is seen does not always give a good view of 
the other. A variety of standpoints therefore is 
an unavoidable condition of psychological investiga- 
tion. This is not to be regretted, since it presents 
us with the necessity of stating, at the outset, 
the point from which our observations can _ be 
verified. 

Instincts are the primordial, timeless basis of psychic 
activity. Values are the products of cultural differ- 
entiation and come to represent the historical, or 
evolutionary, aspect of human psychology. The 
biological instinctive mechanisms are common to all 
men, but the attitude that is rooted in spiritual 
values is a highly individual creation. The instinct 
as such, then, is not a problem. But how to value 
the instinct is a vital matter. The individual 
attitude is, of necessity, either the affirmation or 
the negation of value in respect to instinctive 
energy. 

The effect of the parent upon the child is directly 
related to the sincerity of the parental attitude 
towards the essential issues of life. If the parents 


Atlas of Congenital Cardiac Disease 


By Mauve E. Assort, B.A., M.D., F.R.C.P. 


Canada, Curator of the Historical Medical Museum, 
and Assistant Professor of Medical Research, 
McGill University, Montreal, Canada. New York : 
The American Heart Association. 1936. Pp. 62. 
$5.50. 


Dr. Maude Abbott has for 30 years been regarded 
as an authority, not only on the statistical aspects 
of congenital abnormalities of the heart, but also 
upon the clinical features of these maladies. The 
publication of her atlas is thus an event of importance 
to the student of congenital heart disease comparable 
to the appearance 80 years ago of the first standard 
text-book on ‘‘ Malformations of the Human Heart,” 
by Peacock, of the Victoria Park Hospital. The 
atlas epitomises Dr. Abbott’s long experience in a 
pictorial form that includes reproduction of X rays, 
electrocardiograms, and diagrammatic illustrations as 
well as excellent photographs of morbid anatomical 
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honour the human pact into which their libido has 
led them, the child senses a fundamental security. 
His source is guaranteed. But if the parents attempt 
to maintain an ostensibly ideal facade, in order to 
conceal from the child their subterranean disloyalty, 
the child-soul is sucked into the vacuum they create. 
In this way the child becomes helplessly involved 
in the parent’s problem. The child-soul is a con- 
tinuum of the parent’s psychology and is moulded 
by the parent’s basic attitude. 

Dr. Baynes introduced a selection of cases illustrating 
the effects of various factors of the parental back- 
ground upon the child’s development. The state of 
emotional identity, whereby the child becomes the 
medium of the mother’s unfulfilled desires and 
ambitions, was exemplified in a case of obsessional 
neurosis. This was contrasted with another case in 
which the mother’s passionate desire for her child lit 
the flame of genius in the son, though at the cost of 
every other human claim. Dr. Baynes distinguished 
the personal background of the child-soul, consisting 
of the parental psychology, from the impersonal 
background of the collective unconscious. Dreams of 
children were cited, illustrating the characteristic 
difference of the two levels. Dreams arising from the 
personal background, he said, are often very helpful 
in discovering the source of the child’s anxieties, 
and insecurity in the attitude of the parents. Whereas 
the collective or impersonal dreams of children are 
strangely profound and, often, uncannily remote 
from the immature mind which dreams them. The 
dream of a child of seven was cited, which predicted 
the religious problem of her later years in crystal 
symbolism. 

The lesson to be drawn from our experience of 
mental hygiene in children, said Dr. Baynes in sum- 
mary, is that a new moral consciousness is required 
which absolutely refuses to make the members of 
one’s family the victims of one’s unconsciousness. 
Parents of former generations cannot be criticised 
for delegating responsibility for their unconscious 
motivations upon God or the devil. For they possessed 
no means wherewith to realise the nature of their 
unconscious psychology. We have the means and, 
therefore, we have to assume responsibility for a 
new extension of consciousness; and it is our 
own children who are forcing us to this unwelcome 
task. 
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material. Dr. Abbott deals in turn with the develop- 
ment and comparative anatomy of the heart, and 
the classification of congenital cardiac disease. In 
the latter are included the acyanotic group in which 
there is no abnormal communication between the 
arterial and venous systems, and the groups in 
which such a shunt exists. The latter are again 
divided into those cases in which an arterial-venous 
shunt undergoes a terminal reversal of flow, for 
example, patent ductus arteriosus, and those having 
a permanent venous arterial shunt with retardation 
of flow, such as the tetralogy of Fallot. 

Dr. Abbott has drawn upon an immense biblio- 
graphical and statistical knowledge of this branch 
of catdiology to embellish this volume. It provides 
a masterly survey in a succinct form; yet there can 
be few references of special or general interest that 
have been omitted. In the preface the author 
suggests that this volume may be the prelude to a 
larger volume on congenital heart disease, which will 
be awaited with keen expectation. 
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Diseases of the Testicle 

By Hamirton Barrey, F.R.C.S. Eng., Surgeon, 

Royal Northern Hospital. London: H. K. Lewis 

and Co., Ltd. 1936. Pp. 166. 12s. 6d. 

THe writing of short text-books on medical or 
surgical subjects is an art of which Mr. Hamilton 
Bailey is a master. Neither student nor practitioner 
wants to wade through a great deal of interesting 
but irrelevant matter in order to reach the really 
important points in diagnosis and treatment, and 
both are met by text-books which go straight to 
the point. Into the compass of 166 pages Mr. 
Bailey has compressed all that anyone need know on 
the subject of diseases of the testicle. Having studied 
it, the student will be more up to date in his know- 
ledge than many a general surgeon, and should be 
capable of dealing with anything except conditions so 
rare that he is unlikely to meet them. Possibly he 
will appear a trifle dogmatic in his views because in 
so short a monograph numerous theories and alterna- 
tive methods of treatment cannot find a place. The 
illustrations and coloured plates are excellent. Mr. 
Hamilton Bailey has long discovered that several 
paragraphs of text may be eliminated by one clear 
diagram. This book is highly recommended to all 
who require an up-to-date review of its subject. 





Les maladies des fosses nasales 

Par J. Terracor, Professeur A la Faculté de 

Médecine de Montpellier, avec la collaboration 

des Profs. J. Detmas, J. Marcarot, P. LAMARQUE, 

et des MM. A. DeEsipour, Cu. Drsean, H.-L. 

Guipert, et J. TARNEAU. Paris: Masson et Cie. 

1936. Pp. 554. Fr.130. 

THE subject matter of this book has been strictly 
limited to disease of the nasal cavities, all discussion 
of the accessory sinuses having been excluded. 
This omission gives an air of unreality to some of 
the subjects under consideration, especially to the 
chapter on chronic purulent rhinitis and to the other- 
wise excellent discussion of ocular and orbital com- 
plications. In the chapter on radiography, the tech- 
nique used to demonstrate the sinuses 1s described, 
but the discussion on the employment of the method 
is necessarily limited to the diagnosis of fractures, 
opaque foreign bodies, and some tumours. The 
work is somewhat arbitrarily divided into two 
sections. The first, on general pathology, begins 
with a consideration of the sense of smell and its 
troubles, and contains chapters on nasal respiration 
and its obstructions, epistaxis, vasomotor disturb- 
ances, allergy, and polyposis. The second part, on 
special pathology, includes malformations, rhinitis, 
syphilis, tuberculosis, fractures, tumours, and foreign 
bodies. Treatment is dealt with in a rather dis- 
appointing manner for, although few methods of 
treatment are omitted, they are seldom described 
with sufficient detail to enable anyone unacquainted 
with the particular process to carry it out satisfactorily. 
On hay-fever the statement is made that “the 
Americans tried a method of desensitisation by 
injections of dilute extract of pollen in increasing 
doses for three months preceding the probable onset 
of the hay-fever; this method caused grave acci- 
dents which caused it to be abandoned.” This is 
not a fair nor adequate description of a procedure 
so largely employed with success, not only in the 
United States, but in England. The various mani- 
festations within the nose of tuberculosis, syphilis, 
leprosy, and scleroma are very well and fully dis- 
cussed, and interesting illustrations of unusual 
conditions are included. 


The book is intended chiefly for the specialist, 
and certainly contains a large amount of material 
that will interest him. 





No Longer Poles Apart 

By Henry BaERLeIn. London: Longmans, Green 

and Co., Ltd. 1936. Pp. 340. 15s. 

Mr. Baerlein is a traveller who has the advantage 
of being a many-sided linguist, and his pleasantly 
written accounts of his journeyings, a number of 
which are familiar to a large audience, convey points of 
medical interest which have caught his observant eye 
without his seeing their direct application to medicine. 
Here is a journey through Poland, and in the introduc- 
tion, written by Mr. Edward Raczynski, the Polish 
Ambassador, a fine testimonial is given to the author 
for the accuracy of his descriptions of a country 
which in all Europe provides the most dramatic 
history. Owing to that history Poland as an entity 
for a long period ceased to exist save in the hearts 
of its patriot natives; all that it had stood for 
was absorbed by contiguous countries as the result 
of shameless appropriation. Now Poland is, as 
Mr. Baerlein’s title states, no longer poles apart, for 
its geographical position no less than its national 
aspirations make of it a very important factor in 
European politics. Thp book should be read, when 
how much of medical interest is contained in the 
author’s observations and in the events narrated will 
be recognised ; works of this sort giving an intimate 
picture of foreign countries are of real social value, 
though the information may be given in a desultory 
fashion, as here. Mr. Baerlein writes as a scholar as 
well as a hardened traveller and adds pleasantly in 
this work to a long series of travel-books. 


Plague 
A Manual for Medical and Public Health Workers. 
By Wv Lien-Teu, M.A., M.D., Director of the 
Weishengshu National Quarantine Service ; J. W. H, 
Cuun, M.B., B.C., Senior Quarantine Officer, 
Shanghai; R. Powtitzer, M.D., Microbiologist, 
Shanghai Quarantine Station; and C. Y, Wu, 
M.B., B.S., Chief Technical Expert, Weishengshu 
National Quarantine Station. London: H. K, 
Lewis and Co., Ltd. 1936. Pp. 547. 15s. 

THE subject of plague has always exerted a peculiar 
effect upon the human imagination, for it has played 
its part in many of the decisive events in world history. 
The appearance of an erudite and authoritative 
monograph on the subject is therefore welcome. 
The historical aspects of plague have not been 
neglected and many facts hitherto unrecorded in 
Western literature have been set out. The spread 
of plague throughout the different provinces in China 
is dramatically described and a table is given of the 
periodic appearance of great pestilences from 250 B.c. 
to A.D. 1718. The sections dealing with the bacterio- 
logy, immunology, and pathology of plague from the 
pen of Dr. Pollitzer are full and interesting. Dr. Wu 
Lien-Teh writes on the important and extensive 
subject of hosts and carriers. This section is liberally 
illustrated and much of the information given, 
especially on the insect vectors, would be difficult 
to find elsewhere. The chapters on chemical features, 
therapy, and personal prophylaxis are by Dr. Chun, 
the epidemiological factors are considered by 
Wu Lien-Teh, and Dr. C. Y. Wu discusses the problem 
of ship-borne plague. The illustrations are excellent 
and so is the printing and general format. 

This remarkable work reflects credit on the 
thoroughness and sincerity of the workers in the 
National Quarantine Service, 
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LORD NUFFIELD'S GIFT 


THE intention to apply the sum of £1,250,000 
to the promotion of research in the medical sciences 
at Oxford is set forth in a letter, on another page, 
from Lord NvurFFieLp to the vice-chancellor of 
the University. The Hebdomadal Council of the 
University has received the offer with deep satisfac- 
tion and has expressed its intention to promote a 
decree for the acceptance of this gift which it will 
present to the Congregation. In the terms in 
which he offers this new benefaction Lord 
Nuffield shows keen insight into the needs of 
modern medicine. He welcomes “the increasing 
tendency to regard all health services—preservative, 
preventative, and curative—not as separate entities 
but as constituent parts of a combined effort to 
promote and maintain the good health of the 
community.” He realises the desirability of 
providing post-graduate training in modern methods 
of investigation, in a place where research 
workers can keep in touch with developments in 
the sciences ancillary to medicine, and he lays 
stress on the importance of allowing them to 
pursue their inquiries unhampered by the cares of 
private practice and routine teaching. To this 
end he proposes the establishment of a centre for 
post-graduate medical research and training in 
research methods at Oxford. 

The organisation suggested is the establishment 
of clinical departments of medicine, surgery, and 
gynecology, each under the direction of a professor 
of the University. ‘The fourth chair to be instituted 
at once, if his outlined scheme is accepted, is that 
of anesthetics which until recent years would 
certainly not have been accorded academic status. 
Doubtless the prospect of coéperation with the 
department of pharmacology in the Nuffield 
Institute for Medical Research ! has influenced the 
suggestion of this specialty as the one first to be 
favoured, as well as the remarkable recent develop- 
ments in anwsthetic practice. The fulfilment of 
the scheme is of course dependent on the avail- 
ability of clinical facilities,in the hospitals of 
the neighbourhood, but Lord Nuffield expresses 
confidence, doubtless based on preliminary dis- 
cussion, that their ready coéperation will be secured. 
He says: “The professors, who would be full- 
time university officers, would naturally look to 
the honorary staff of the hospitals for their codpera- 
tion in gaining their access to beds and the use of 
relative hospital services in the hospitals associated 
with the scheme.” There seems, then, to be 
no intention of erecting a new hospital, but the 
facilities already provided for the institutional 

‘See THE LANCET, 1935, 1., 1225. ; 
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treatment of the sick in Oxford will be progressively 
improved, and Lord Nuffield suggests that it 
would be reasonable to permit the professors to 
augment the clinical material available for them 
by admitting to pay-beds in the hospital a limited 
number of patients who can afford to pay fees for 
medical and surgical treatment. 

It is clear that these suggestions provide only 
an outline of which several important details have 
to be filled in. For example, the routine patho- 
logical services adequate for a non-teaching 
hospital would require considerable extension to 
meet the demands of a school of clinical research, 
quite apart from the prosecution of research in 
pathology, biochemistry, and bacteriology at the 
Sir William Dunn school of pathology and the 
institute of biochemistry. Lord Nuffield has 
already given practical proof of his realisation of thie 
contingent liabilities which his magnificent offer may 
involve. It is no coincidence that the scheme now 
put forward as a practical possibility bears a close 
resemblance to the “ambitious dream” outlined 
by Sir Farqunar Buzzarp in his presidential 
address to the meeting of the B.M.A. at Oxford 
this year. Sir Farquhar claimed that all the 
fundamental requirements for organised health 
centres and regional medical services throughout 
the country are in being, with the exception of a 
medical school largely devoted to the advance- 
ment of knowledge and to the training of those 
who by ambition and ability are fitted for a career 
in clinical research. The suggestion that in 
Oxford are to be found the basic needs for such 
a school and the ideal atmosphere for its expression 
had already reached him from more than one 
quarter. Lord Nuffield says that Sir Farquhar 
put into words what had been going through his 
mind and, quite simply, that it would be a great 
pleasure to him to help in giving reality to this 
dream. This latest and greatest example of his 
vision and public spirit commands our admiration 
as well as our gratitude. 


THE SCIENTIFIC METHOD AND OUTLOOK 


Mvcu of modern scientific research is incompre- 
hensible not only to readers who have had no 


scientific training but also to the majority of 
scientific workers who have been brought up in 
another discipline. Yet many of the most striking 
changes in everyday life originate in the work 
these incomprehensible papers describe. To know 
something of their contents most of us are compelled 
to peruse popular or semi-popular writings ; 
as Dr. WiLL1AM GEORGE suggests,’ we are in much 
the same position as our forefathers who from lack 
of bibles or from illiteracy were obliged to base 
their religious beliefs on what was given them by 
priests. A large proportion of popular expounders 
of science seem to have adopted the “ absolute ” 
view of scientific research, as if research were a 
means of “getting to the bottom of things” or 

1 The Scientist in Action: A Scientific Study of His Methods. 
By William H. George, M.Sc., Ph.D., F.Inst.P., Royal Society 
Sorby Research Fellow and Honorary 


University of Sheffield. 
1936. Pp. 355. 10s. 64. 


Lecturer in Physics, 
London : Williams and Norgate Ltd. 
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as if it gave a kind of superhuman or god-like 
knowledge which is basic or final. With this 
ambition to approach absolute truth or the inner 
reality of phenomena Dr. GEoRGE has no sympathy. 
His attitude to science is that of the descriptivist 
(or as he terms it, patternist), an attitude which 
though comparatively new is to be found in the 
works of KircHorr, KARL PEARSON, and Hosson. 
On this view a technically verified theory is regarded 
as only one way of looking at the facts covered by 
the theory. The theory is a kind of map which 
helps the investigator in his action ; but it is only 
a policy of action and not a creed of thought. 
On the patterning theory the task of scientific 
research is clearly never completed, for we cannot 
be sure that no one will come along with some 
logically sound but new way of looking at certain 
facts. Some at least of these logically sound ways 
of looking at facts are as much a part of research 
as is the discovery of the facts themse!ves. If the 
user of the description theory finds that mathe- 
matics helps him most to “ pattern ”’ the kind of 
facts with which he deals, then, Dr. GrorGE 
remarks, he does not proceed to elect the Almighty 
the most senior of all senior wranglers, honoris 
causa. If he sees order in some selected facts he 
formulates a natural law but does not claim that the 
law was also formulated by the Creator, or say that 
concrete objects or events “obey” the law. To 
take Dr. GEorGE’s analogy we must not regard the 
facts of science as parts of a jigsaw puzzle which 
can be fitted together in only one way but rather as 
the pieces of a mosaic which can be fitted together 
in many ways. A new theory in an old subject is 
then a new mosaic pattern made with pieces taken 
from an older pattern. To speak of the one as 
being right and the other as wrong is, he thinks, 
as inappropriate to the scientific as to the artistic 
mosaic. 

As a patternist he rejects also the dictum that 
science is measurement. There are properties 
characteristic of a whole but not of the parts into 
which the whole may be divided for study. Such 
pattern properties seem to depend upon the totality 
of parts rather than upon their simple addition. 
Research abounds in instances of the fruitfulness 
of studying parts both of living organisms and of 
physical phenomena ; but the metrical viewpoint 
is not all-sufficing. Scientific research has reached 
the stage at which the pattern idea is also needed 
to extend the study of the kind of things in which 
scientists are interested, in both biological and 
non-biological sciences. For example, in atomic 
physics the point has been reached at which purely 
metrical ideas have been found unsuitable for 
dealing with certain experimental results of 
measurement. It is now apparent that metrical 
ideas suffice for some problems but that the 
pattern idea of relation of parts to a whole is 
needed to deal with other problems, which may be 
called problems of the organisation or totality of 
the atom. In chemistry the quantitative laws of 
chemical combination are a result of using the 
measurement idea, whilst structural chemistry is a 
result of using the pattern idea in which the 
relation of parts to a whole is foremost. 


Dealing with the social applications of science 
Dr. GEORGE emphasises the inability of the 
scientific worker to determine “‘shouldness.” He 
makes the following distinction. “If a scientist 
is asked what should be done in any particular 
circumstances he cannot give a scientific answer. 
If, however, he is asked what should be done 
in order to produce some stated result then he 
may be able to give a scientific answer.” Unless 
the limits of research technique are realised by the 
non-scientist he will gather false impressions from 
the public statements of some research workers 
of high standing who happen also to be interested 
in political], social, or ethical questions. Dr. GEORGE 
concludes his monograph with a plea for the more 
extensive teaching of scientific method. Our 
present methods of teaching science he regards as 
ill adapted to favour the learning or practice of 
scientific method even in a particular science and 
still Jess foste: the transference of a scientific 
outlook from one subject to another. But as 
scientific action comes to be more and more 
applied to social problems, the greater wil] be the 
need for people trained to make such applications. 
The teaching of scientific method in combination 
with a particular science, or with some subject 
in which its applications can be illustrated, seems 
to be the desideratum. These points of view 
selected out of many from Dr. GzoreE’s own 
analysis of the scientific method and outlook are, 
we think, sufficient to show that his book is one 
which will interest scientists in many fields. 


SMALL-POX IN LONDON 


Durine the 6}-year period 1928-34 nearly 
14,000 persons suffering from the mild form of 
small-pox, known in this country as variola minor, 
were removed from London for treatment in the 
L.C.C. river hospitals at Dartford. Dr. J. Pickrorp 
MarsDEN, deputy medical superintendent, was in 
clinical charge of all these patients and, in a 
critical review, has examined the features of the 
disease. Patients admitted during the same 
period with variola major are not included in the 
investigation. Applying the classification of T. F. 
Ricketts (1893) Marsden found that 11,885 of 
the 13,686 patients (86 per cent.) had discrete 
eruptions with less than 100 pocks on the face ; 
in 19 (0-13 per cent.) the eruption was confluent 
on the face ; 3 (0-02 per cent.) suffered from toxic 
small-pox, of whom 2 died. Of the whole series 
34 died, a proportion of 1 in 400; in 5, aged from 
2 days to 3 weeks, death was due directly to the 
attack ; 11 died from complications or associated 
conditions ; in 15 small-pox was remotely and in 
3 definitely contributory to death. There were 
7 well-marked examples of encephalomyelitis, of 
which 3 were fatal; milder grades of this con- 
dition were, he thinks, overlooked. 

Dr. Marsden pays tribute to the work of Ricketts 
as set out in, his classical book, “ The Diagnosis of 
Small-pox” (1908), and his own study shows 
conclusively not only that variola minor is small- 
pox and nothing else but that the teaching of 
Ricketts on pathogenesis and diagnosis is unshaken 


+P. 8. King. No. 3209. 6d. 











THE | 





by the 
in thi 
Ricket 
proper 
rash, ¢ 
been 1 
this la 
the fo 
Ricket 
is to | 
epiden 
break 
agent 
modifi 
indepe 
minor 
Whetk 
immur 
of var 
or as 
the ir 
those 
and ¢ 
their 
termin 
dimini 
mitiga 
purati 
in Ma 
asserti 
occur. 
were 1 
many 
The ir 
not of 
diagnc 
history 
toxem 
nificar 
of to 
they 1 
in hos 
37 er) 
with t 
The 
any | 
compa 
than |} 
be acc 
ocecurr 
is in k 
major. 
lesions 
develo 
pustul 
genera 
the ra 
day, « 
sixth « 
outcro 
genera 
of ind 
cernib! 
a@ more 
ment | 
and uj 








THE LANCET] 


THE PREVENTION OF POLIOMYELITIS 


[ocr. 17, 1936 923 


- 





by the appearance—not indeed for the first time 
in this country—of a mild form of the disease. 
Ricketts taught the paramount importance of a 
proper appreciation of the distribution of the focal 
rash, and the value of his teaching has nowhere 
been more apparent than to those who dealt with 
this large London series where the distribution of 
the focal eruption was precisely as described by 
Ricketts. Marsden maintains that variola major 
is to be distinguished from variola minor only by 
epidemiological study of the course of the out- 
break ; when, as in variola minor, the infective 
agent is of a persistently degraded virulence 
modification of attack is invariable because it is 
independent of the patient’s immunity. Variola 
minor is then, in effect, modified small-pox. 
Whether modified by the existence of partial 
immunity due to remote vaccination, as in attacks 
of variola major in adults vaccinated in infancy, 
or as in variola minor by degraded virulence of 
the infective agent, the lesions compared with 
those of natural small-pox are small, superficial, 
and of rapid development “hurrying through 
their course and assuming a granulomatous 
termination.” The effect of modification is to 
diminish the initial toxemia and to obviate or 
mitigate the symptoms attendant upon the sup- 
purative process of maturation. The occurrence 
in Marsden’s series of 19 cases contradicts the 
assertion that confluent variola minor does not 
occur. But for the fact that individual lesions 
were notably small, evén minute, he thinks that 
many more confluent cases would have occurred. 
The initial illness, the pre-eruptive toxemia, was 
not often observed in hospital. The most usual 
diagnosis was influenza, and it is clear from the 
history and from the observed cases that this 
toxemic stage was by no means always insig- 
nificant. For the same reason, the real incidence 
of toxemic (prodromal) rashes is not known ; 
they were observed in 48 cases (0-32 per cent.) 
in hospital. Of these, 11 were hemorrhagic and 
37 erythematous and conformed in all respects 
with the initial rashes of small-pox. 

There was in this series no evidence to suggest 
any lengthening of the pre-eruptive period as 
compared with that of variola major; in more 
than half of some 12,500 cases in which it could 
be accurately observed or estimated the outcrop 
occurred on either the third or fourth day, which 
is in keeping with Ricketts’s experience in variola 
major. The average length of time occupied by the 
lesions of the outcrop in their different stages of 
development was papular 2 days, vesicular 1 day, 
pustular 3 or at most 4 days ; pustulation was, in 
general, apparent by the fourth day of efflorescence ; 
the rash attained its height on the fifth or sixth 
day, and early crusting was established on the 
sixth or seventh day of the life of the lesion. The 
outcrop was a gradual process on the body 
generally. In addition to small differences in age 
of individual lesions in any one situation, dis- 
cernible only during the earliest stages, there was 
a more lasting contrast in age and stage of develop- 
ment between lesions on the face, often the first, 
and upon the legs, almost constantly the last part 


of the body invaded. The differences were regular 
and orderly as in variola major. The clinical 
picture of the focal rash was, in fact, precisely 
that of modified small-pox as shown in the photo- 
graphs taken many years ago by J. B. By zs, 
some of which were used to illustrate Ricketts’s 
monograph. Variola minor occurred in 1756 
patients who showed evidence of successful primary 
vaccination at some previous time; 25 of these 
also showed evidence of revaccination. The 
intervals between primary vaccination and attack 
ranged from 4 to 85 years, and between revaccina- 
tion and attack from 7 to 27 years. Marsden 
finds he cannot corroborate the assertion that in 
variola minor the protection afforded by vaccina- 
tion is “ not so definite as in ordinary small-pox.” 
Among the total of 13,686 patients only 7 showed 
evidence of vaccination performed within the 
previous 10 years, and “ furthermore, no member 
of the staff of the small-pox hospitals contracted 
the disease.” Dr. Marsden and the L.C.C. public 
health department are to be congratulated upon a 
study which will be invaluable both to clinical 
workers and public health officers. 


THE PREVENTION OF POLIOMYELITIS 

In the United States poliomyelitis is at present 
a much more serious problem than in this 
country, and more attention is being paid there 
to methods of prevention. Active immunisation, 
at least with one of the preparations of virus used, 
has proved to be dangerous, and attention has 
apparently shifted to an altogether different method 
of prophylaxis, to which we referred briefly on 
August 22nd. This consists in spraying the nose 
and nasopharynx with solutions of tannic or 
picric acid, a proceeding which is believed to 
render the mucosa impermeable to the virus. In 
several recent papers, notably that of Sapir, 
Ouitzky, and Cox,! evidence has been given that 
this treatment renders monkeys refractory to 
inoculation by the intranasal route, and that this 
refractory state persists for some weeks after 
repeated treatments. It seemed reasonable to 
suppose that the modus operandi of this proceeding 
is a sort of tanning of the nasal mucosa which 
creates a mechanical barrier, impenetrable by the 
virus, and any doubt on this point is now dispelled 
by C. Armstrone and W. G. Harrison,? who 
have studied the behaviour of picric acid in buffered 
solutions of different degrees of acidity. These 
solutions were tested in two ways: for their 
capacity to protect mice against infection with the 
St. Louis encephalitis virus by the nasal route, 
and for their capacity to precipitate protein from 
ascitic fluid in vitro. These two properties were 
found to correspond, protection only being afforded 
by acid solutions which also precipitated protein ; 
such solutions also protected monkeys against 
poliomyelitis. For the school medical officer 
acutely conscious of his impotence when faced 
with a disease which travels more mysteriously 
than any other, here at least is something to do. 
Whether such a proceeding can rightly be advocated 


? Jour. Exper. Med., 1936, Ixiii., 877. _ 
* U.S. Pub. Health Reps., 1936, li., 1105. 
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except in true emergency is another matter, 
and whether it is advisable for the comparatively 
trivial purpose of preventing influenza and colds, 
as has already been suggested in the United States, 
is still more doubtful. The answer to these 
questions depends on the capacity of ciliated 
epithelium for recovery from the effects of being 
tanned, and this is an aspect of the matter which 


PAY-BEDS AT VOLUNTARY HOSPITALS 


MIDDLE-CLASS patients, ready to pay for treatment 
in proportion to their means, have probably wondered 
why the arrangements for pay-beds differ in the 
different voluntary hospitals. The explanation largely 
lies in the fact that the scope and usefulness of these 
institutions have varied with the times. Under the 
laws which govern trusts and charities, funds cannot 
be diverted to objects outside the prescribed scope 
of the foundation. Ancient trust deeds contemplated 
accommodation and treatment such as would be 
needed only by the very poor. References to the 
treatment of the necessitous and destitute imply a 
restriction to gratuitous treatment and exclude the 
power to provide beds for payment. Modern trusts 
might be more elastically framed. It would nowadays 


PAY-BEDS AT VOLUNTARY HOSPITALS 


_ ANNOTATIONS. 


be realised that present methods of diagnosis and cure | 


are often so elaborate and so expensive as to be 
unobtainable outside a hospital. It might also be 
remembered that economic changes have had their 
effect upon classes of patients formerly well-to-do. 
Without diminishing the primary responsibility of 
voluntary hospitals for the sick poor, it would to-day 
be recognised that the hospitals may profitably 
provide a small proportion of pay-beds for patients 
of the black-coated and professional classes whe 
cannot afford the luxury of an expensive nursing- 
home and yet are anxious for more privacy than the 
public ward can offer. Such patients will gladly pay 
a reasonable charge for accommodation which comes 
somewhere between these two extremes. In some 
voluntary hospitals pay-beds are possible because 
trust deeds have never restricted them to gratuitous 
treatment. In other cases a hospital has gone to the 
expense of obtaining a private Act to break through 
the restriction. The preamble to the St. Bartholo- 
mew’s Hospital Act of last year, for instance, described 
a state of affairs which may well be typical. The 
trusts of the foundation had been expressed in letters 
patent of 1547; its services were available only for 
the sick poor ; the governors had been advised that 
it would be in the public interest that the hospital 
should erect buildings for the accommodation, main- 
tenance, and treatment of patients willing to pay 
specified charges ; but it was doubtful under the trusts 
whether the governors had power to make charges 
for patients who might not come under the descrip- 
tion of the sick poor. Parliament authorised the 
adjustment of trust deeds in the case of St. Bartholo- 
mew’s. A year later it has passed general legislation 
which (its sponsors claim) will place all voluntary 
hospitals upon the same level. A few members of 
the House of Commons objected that the new law 
would divert the best energies of surgeons, physicians, 
and nurses from the proper care of the poorest 
patients. The other legislators were more favour- 
able; it was even said that there would be no harm 
if a few beds were sometimes reserved for the really 
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has not apparently been considered so far. The 
energetic and conscientious application of this 
treatment, repeated as it evidently has to be, may 
well cause such damage as to be followed by an 
intractable chronic infection. On the other hand 
it may not; but it would nevertheless be sur- 
prising if such measures could be applied to a 
delicate structure with total impunity. 


rich who could afford to pay highly for services 
received. 

The new Voluntary Hospitals (Paying Patients) 
Act protects the interests of the sick poor by reserving 
control to the Charity Commissioners who are the 
recognised custodians of such interests. An explana- 
tory memorandum, prepared .by King Edward’s 
Hospital Fund for London and the British Hospitals 
Association,! endeavours to simplify a complicated 
piece of legislation. If the funds, buildings, and land 
of a hospital cannot at present be used for providing 
pay-beds by reason of the existing trusts, the Charity 
Commissioners may be asked to make an order 
authorising a specified number of pay-beds for a 
specified period at a specified scale of charges. As 
for the funds, the commissioners cannot, under the 
Act, authorise the hospital to use, for providing the 
capital cost of the pay-beds, funds held under existing 
trusts; money must therefore be. specially received 
or collected for this purpose. As for buildings held 
under the existing trusts, the Charity Commissioners 
cannot allow them to be used for pay-beds unless the 
previous restriction has become (or is likely soon to 
become) impracticable either because the committee 
of management have not at their disposal, and will 
be unable to obtain, sufficient funds to enable the 
buildings to be used for the restricted purposes, or 
because there is a shortage of demand for accom- 
modation on the part of the persons for whose benefit 
the existing trusts were created. As for the land, 
an application to use land for pay-beds will not be 
granted unless the commissioners are satisfied that 
the land cannot come into use for the purposes of the 
existing trusts “‘ until after the expiration of a sub- 
stantial period from the date of the application.” 
An order by the Charity Commissioners must (unless 
they think it inappropriate to do so) fix charges to 
meet the needs of patients who, though able to pay 
something, cannot pay the full cost of the services 
received ; in the use of a specified number of beds 
priority is to be given to such patients; the order 
may authorise the hospital to defray from its general 
funds the difference between the full cost of the 
patients and the limited payments made by them. 
The commissioners are forbidden to allow property 
or funds held under existing restrictions to be used 
for pay-beds if it would diminish the accommodation 
for the restricted class of patients ‘‘ which the com- 
mittee of management would be able to continue to 
provide if the order were not made.” Applications 
for orders are to be made in accordance with rules 
framed by the Charity Commissioners ; the costs of 
the commissioners may be recovered against the 
hospital funds. It may be hoped that the managers 
of voluntary hospitals, when at last they have 
mastered the intricacies of the new Act, will find 
that its sponsors are justified in their claims that all 
voluntary hospitals alike will now be able to provide 
the pay-beds that are needed. 
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A YEAR’S POST-GRADUATE PUBLIC HEALTH 
WORK 


Tue report of the London School of Hygiene and 
Tropical Medicine has been presented this year to 
subscribers in a form which has already gained 
for the school more adequate notice in the daily 
press. Both the work done and the means required 
to do it are now included within the same cover, 
which contains signed reports of the year’s 


output by the heads of the sixteen departments ~ 


What is new is the admirable subject index at the 
beginning which enables any subscriber to refer 
quickly to the work in which he is interested. As 
chairman of the court of governors Sir Austen 
Chamberlain himself gives a short account of the 
work of the school in non-technical terms. He 
records the increasing number of post-graduate 
students carrying out “unremitting and unceasing 
research on many of the problems of disease both 
at home and abroad,” and a welcome development 
in the teaching of the prevention of tropical diseases 
to laymen. He wonders if even in their brightest 
dreams either Sir Patrick Manson or his father 
imagined how great a tree would spring from the 
seed planted in 1898. 


STAPHYLOCOCCAL PNEUMONIA 


THOUGH sometimes primary, staphylococcal pneu- 
monia is more often a sequel to some previous 
debilitating illness. It is a bronchogenic, not a pyemic, 
infection of the lung, and its onset may be either 
sudden or insidious with chills, severe sweating, 
dusky cyanosis, and a high remittent fever. <A dirty, 
salmon-pink, purulent sputum is mentioned by R. Cole? 
as being rather characteristic, although sometimes 
the secretion is more hemorrhagic. The absence of 
a typical rusty sputum together with the persistence 
of the remittent temperature and recurrence of chills 
and sweating should serve to differentiate staphy- 
lococcal from pneumococcal pneumonia. The physical 
signs are at first those of a lobar pneumonia, usually 
confined to one lobe; but later, signs of abscess 
formation appear with empyema or pyopneumo- 
thorax as not uncommon complications. Staphy- 
lococci are to be found in great numbers in the sputum, 
which in all cases of lobar pneumonia should be 
examined by smear and culture as well as being 
inoculated into a mouse for serological typing. Blood 
culture, curiously enough, is usually negative. The 
mortality is high (70 to 80 per cent.) but the disease 
is fortunately rare, accounting for only 1-3 per cent. 
of 1383 cases of lobar pneumonia in adults analysed 
by Cole. 

A full account of the morbid anatomy of staphy- 
lococcal pneumonia, based on ten autopsies in children, 
has lately been given by Dr. Agnes Macgregor? of 
Edinburgh. In early cases the pneumonia consists 
of a massive sharply defined and intensely hzmor- 
rhagic consolidation without any evidence of a 
diffuse broncho-pneumonia. There is an accompany- 
ing serofibrinous pleural effusion with numerous sub- 
pleural hemorrhages. Microscopically the exudate 
is inflammatory and hemorrhagic with a tendency 
to suppuration especially in the bronchioles. In the 
later stages multiple ramifying abscesses are apparent 
in the consolidated area and often one or more of 
them has burst through the pleura with a resultant 
empyema or pyopneumothorax. The relationship 
of the abscesses to the small bronchi and the absence 





* De Lamar Lectures, Baltimore, 1928. m r 
* Arch. Dis. Childhood, 1936, ii., 195. 
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of septic thrombosis or secondary pyxmic foci 
support the bronchogenic and not the vascular route 
of infection. Cases of staphylococcal pneumonia are 
usually sporadic, but epidemics in adults, especially 
after influenza, have been reported, andin our own 
columns last year Dr. C. M. Smith * described a small 
outbreak affecting four infants in a maternity home in 
Glasgow. All four died within 48 hours of the onset 
of symptoms, the diagnosis being established in two 
cases by post-mortem examination. A _ careful 
epidemiological survey of the contact material 
showed that a majority of the babies in the hospital, 
some of whom had catarrhal infections, were carriers 
of Staphylococcus aureus in nose and throat; and 
within the previous fortnight three mothers and 
one child had suffered from suppurative mastitis. 
There was also an unusual prevalence of minor 
septic skin lesions. These cases, together with the 
fatal pneumonias, were considered to be different 
clinical manifestations of a staphylococcal infection, 
forming one epidemiological group. Smith rightly 
states that the staphylococcus is usually regarded 
as being less infective than the streptococcus, but 
in view of the apparent susceptibility of infants to 
staphylococcal infections a word of warning should 
be given to maternity homes to adopt precautionary 
measures against the spread of the staphylococcus— 
for example from patients with suppurative mastitis, 
which is much commoner in institutions that in 
domiciliary practice. 


RESTORATION OF FUNCTION 


IN our correspondence columns this week Dr. J. P. 
Steel returns to the difficulty of ensuring complete 
restoration of function after industrial injury, 
especially fracture. As medical superintendent of the 
Smithdown Road Hospital in Liverpool he has felt 
troubled, as have many others, at the unbridged gap 
between the discharge from hospital or clinic and the 
complete recovery of physical and mental aptitude. 
No athlete, he says, would care to compete in his 
own particular branch of sport after an absence of 
weeks without some particular training to restore 
his physical fitness ; and in the absence of the light 
work, which is so difficult in these days for the 
injured man to find, Dr. Steel would like to establish 
centres providing re-education by work of a type equiva- 
lent to that to which the patient was accustomed. 

In his recent Founders’ lecture * to the Chartered 
Society of Massage and Medical Gymnastics Mr. R. C. 
Elmslie also was at pains to emphasise the restitution 
of function which is the chief aim of most medical 
or surgical treatment. So often, he said, a compara- 
tively slight injury leaves a complete functional dis- 
ablement of the limb due possibly to prolonged 
disuse, possibly entirely to the mental attitude of 
the patient ; and it is the object of the orthopedic 
surgeon to restore maximum functional utility by the 
simplest and most expeditious methods. He reminded 
members of the society that their normal work is 
most directly concerned with the restoration of 
function and asked them quite frankly: “Do you 
always realise this and bear it in mind during your 
treatment? ... In a case of chronic constipation, for 
instance, do you simply carry out the routine treat- 
ment in a routine way, improve the constipation for 
the period of your treatment, but leave the patient 
just as bad as ever in her habits within a week or 
two afterwards? Or do you try to stimulate her to 





* THe LANCET, 1935, i., 1204. 
* Before the lecture opportunity was taken to present Mr. 
Elmslie with three George II silver mugs in recognition of his 
long connexion, 1920-1936, with the Society. 
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exercise and strengthen her abdominal muscles and 
to alter her habits so as to effect a permanent 
improvement?” It had been said of spa treat- 
ment that it aimed at making the patient feel just 
so much better that he would come back for further 
treatment next year. But the masseur, or, should 
he say physiotherapist, should go further and enable 
the patient to cure himself. That was, said Mr. 
Elmslie, difficult, for it involves an appreciation of 
what is wrong and an analysis of what is right, and 
it means that the teacher must impose his will upon 
the patient. 

The masseur had been reproached also with a 
tendency to use apparatus of an impressive kind in 
more and more elaborately fitted treatment rooms. 
There was a place for apparatus, but it-was an abuse 
of apparatus to use methods inappropriate for the 
underlying pathological condition or for the object 
in view. A muscle which had been weakened by the 
loss of part of its nerve-supply would not get stronger 
because it was heated up by diathermy or short- 
wave treatment, but only by physiological use within 
the range of its power. A calf muscle which had 
become shortened would not stretch as the result of 
any form of electrical treatment ; it must be stretched 
by a method that produced physiological relaxation, 
and defective methods of standing and walking could 
only be corrected by carefully designed methods of 
re-education. ‘‘ You may,” said Mr. Elmslie, “ be 
deluded into thinking that to assist the patient to 
cure himself by the resumption of normal physio- 
logical use is a lazy method ; that you are throwing 
the onus of work on the patient instead of bearing 
it on your own shoulders, but I can assure you that 
is not the case. Treatment by massage involves a 
physical strain upon the masseur. The use of 
apparatus necessitates expert knowledge and the 
application of great care, but muscle training, 
re-education and restoration of functional activity 
involve something much more difficult. It is 
necessary for you to impose your will upon the 
patient to help him to help himself, to force him 
sometimes against his will, often against old-established 
habits, to do things in the way in which you want 
them done and not in the way which has come 
easiest to him. By this test the work of a physio- 
therapist comes to depend upon his personality 
as well as upon his knowledge, skill and experience.” 


SPINAL ANAESTHESIA FOR OPERATIONS ON 
CHILDREN 


Ir is generally admitted, by those competent to 
judge, that there are occasions when an endothecal 
injection is the best means of procuring anesthesia. 
Unfortunately it often happens that on such occa- 
sions the method is not employed because the practi- 
tioner responsible for the anzsthetic is not expert in 
spinal injection, and therefore, and no doubt rightly, 
believes that a more familiar alternative will be safer. 
The kind of case to which we are alluding is perhaps 
proportionately most common in the very old or 
in the very young. In the old the circumstances 
are often well met by purely local measures. In the 
young these are not so satisfactory, whereas spinal 
anesthesia in expert hands gives first-rate results. 
Good testimony to this statement will be found in 
an article by J. L. Amster,! who writes of a series of 
3000 operations performed under spinal anesthesia, 
of which 53 were on children regarded as poor surgical 
risks. These patients were suffering from pneumonia, 





* Med. Rec., Sept. 2nd, 1936, p. 213. 
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acute bronchitis, pleurisy, endocarditis, or other 
serious disorder when operation was necessary, and 
though there were 4 deaths none of them could fairly 
be attributed to the anesthetic. Amster gives 
details of two particularly remarkable instances 
of the possibility of safe operation under spinal 
anesthesia on children who are really desperately 
ill. He concludes by enumerating the special advan- 
tages of this form of anesthesia, which are too well 
known to need repeating but which certainly deserve 
to be kept well in mind in the surgical emergencies of 
childhood. 


SALICYLIC ACID POISONING 


THE conjunction in a comatose patient of 
hyperpnea, a reducing substance in the urine, and 
strongly positive results to tests for urinary acetone 
and diacetic acid, points so strongly to a diagnosis 
of diabetic coma that other possibilities may escape 
consideration. In the presence of such signs and 
symptoms it is well to bear in mind the possibility 
of poisoning by salicylic acid or one of its derivatives. 
Many years ago F. Langmead? pointed out the 
close resemblance between the clinical pictures of 
salicylate poisoning and diabetic coma, and recently 
Bowen, Roufa, and Orris* have reported a case in 
which failure to distinguish between the two con- 
ditions actually occurred. Bowen’s case was of a 
child, aged 18 months, admitted to hospital in coma 
and with intense hyperpnewa; the urine gave a 
strongly positive reaction to ferric perchloride, but in 
the first instance was not tested by nitroprusside. 
The presence of a substance which reduced Fehling’s 
solution in the urine was held to justify a diagnosis 
of diabetic coma and insulin was given in large 
doses. Estimation of the blood-sugar on the day 
following admission showed a figure of only 0-087 
per cent. and this and the persistence of the symptoms 
showed that the diagnosis was wrong. Lumbar 
puncture yielded a clear fluid normal except in giving 
a very strong colour reaction with ferric perchloride, 
and suspicion of salicylic poisoning was aroused and 
later confirmed by a history obtained from the 
parents. 

This case serves to illustrate the fact that in 
advanced cases of salicylate poisoning the differential 
diagnosis from diabetic coma can hardly be made 
apart from knowledge of the blood-sugar level. 
S. C. Dyke * reported a case in which this was the 
determining factor, the diagnosis being established 
even in the absence of evidence that salicylate had 
been taken. In this case suspicion was aroused by 
the extreme depth of the colour reaction given by 
the addition of ferric perchloride to the urine. It 
was out of all proportion to the slight reduction of 
Fehling’s solution, which in the urine of children 
under salicylate medication is probably not due to 
sugar at all. Both Bowen and Dyke mention a 
possibility of confusion with uremic coma; but the 
coma due to salicylate poisoning bears little resemb- 
lance to uremic coma apart from the presence of 
albuminuria. The dry and furred tongue, the peculiar 
odour of the breath and the muscular irritability, and 
the absence of ketosis all serve to distinguish uremic 
from either diabetic coma or that due to salicylate 
poisoning. There is one other condition whose 
resemblance to salicylate poisoning appears to have 
escaped remark—acute yellow atrophy of the liver in 
its early stages, before the onset of jaundice. The 
patient presents the signs of progressing coma, 


1 THE LANCET, 1906, i., 1822. 
* Jour. Amer. Assoc., 1936, cvii., 276. 
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ketosis, and hyperpnea, and the urine usually gives 
some reduction of Fehling’s solution. The differential 
diagnosis is made the more difficult by the fact, noted 
by Dyke, that in salicylate poisoning the urine may 
contain bile-salts in large amount. A diagnostic 
lumbar puncture in Dyke’s case produced fluid con- 
taining salicylates; since the patient showed con- 
siderable improvement following the puncture Dyke 
repeated it and he regards it as an important part 
of the treatment. In Bowen’s case also diagnostic 
lumbar puncture seems to have been followed by 
immediate improvement. 


NUTRITION AT THE CINEMA 


THe Gas Light and Coke Company have done 
good service by producing a film entitled “‘ Nutrition.” 
It is a simple and sober statement, admirably 
presented, of the essentials of a correct and adequate 
diet, of how far this is obtained by the nation, and 
of what is being done to provide it. We are shown 
pictures of pioneer workers in the field of nutrition, 
Sir Gowland Hopkins, Sir John Orr, and others ; 
we study the shopping habits of different communities ; 
we see inquiries into food budgets going on and we 
hear Dr. G. C. M‘Gonigle, of Stockton-on-Tees, and 
Dr. Vynne Borland, of Bethnal Green, discussing 
their nutritional problems. Next, by a series of 
admirable moving diagrams, we are shown that the 
diet of at least 4} millions of the population is 
inadequate and deficient in such constituents as 
calcium and iron. Finally we see shots of the 
distribution of milk in schools—with Mr. Walter 
Elliot in the réle of tiny tot—and of the provision 
of free meals for nursing and expectant mothers, 
while the work of the London County Council nutri- 
tion clinics is explained by Mr. Herbert Morrison, 
and that of the League of Nations inquiry by Lord 
Astor. The excellent commentary is spoken by 
Prof. Julian Huxley and the absence of over-statement 
throughout drives home the argument for a construc- 
tive national food policy, with which the film 
concludes. 

Lastly the film is noteworthy for the complete and 
conspicuous absence of any reference to gas, light, 
or coke. 


ANATOMY OF THE PITUITARY GLAND 


THE intricate anatomy of the Hypophysis is so 
far from being completely unravelled, and the 
importance of understanding this organ is so great, 
that the publication of two noteworthy studies of it 
is welcome. F. Tilney, to whom we already are 
indebted for careful work on the embryology of the 
pituitary, describes! in detail its development in the 
human subject. His contribution is based on sections 
and reconstructed models in embryos of 11, 16, 24, 
30, 55, 120, and 167mm. as well as the study of 
maturer specimens. The separation of the buccal 
element into three components, pars distalis, pars 
tuberalis, and pars infundibularis (or as many would 
call it, pars intermedia) appears clear in development 
and should be borne in mind in attempting to interpret 
the physiological, pharmacological, and pathological 
aspects of pituitary function. Many, following 
Erdheim, have denied the existence of a pars inter- 
media (pars infundibularis of Tilney) and it is without 
question poorly defined in the human adult. Tilney 
however finds that it is well represented in the sixth 
to ninth months of fetal life; hence the likelihood 
that it does not disappear entirely in later life is very 
strong. The distinction by Tilney of a “ medial 





1 Bull, Neurol. Inst. New York, 1936, v., 387. 
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eminence ”’ in the tuber cinereum, which is in intimate 
relationship to the pars tuberalis and should be 
regarded as a component of the neural element of 
the hypophysis, received strong support from the 
study by G. B. Wislocki and L. 8. King? of the 
vascular supply of this gland. The results obtained 
from injection experiments in cats, dogs, and monkeys 
necessitate a revision of the now well-known hypo- 
physeoportal system described in 1930 by G. Popa 
and U. Fielding.* It will be recalled that the latter 
workers found a system of portal veins in the pituitary 
stalk by which blood was conducted upwards from 
the sinusoids in the pars distclis to the hypothalamic 
region. Here the system broke up into a second 
series of capillaries from which blood was trans- 
ported into the cerebral veins draining the hypo- 
thalamus. This conception was naturally hailed 
with enthusiasm by those who believe that the 
hypophysis liberates its secretions into the cerebro- 
spinal fluid by way of the third ventricle—a view 
however which has never received universal 
acceptance. The investigations of Wislocki and King 
have indeed substantiated the existence of this 
portal system, but according to their evidence the 
flow is in the opposite direction. Thus the pars 
distalis receives its arterial supply by the superior 
hypophyseal arteries, derived from the internal 
carotid and posterior communicating arteries at the 
base of the brain. The superior hypophyseal arteries 
give off one set of branches which run directly down 
the stalk to supply the pars distalis, and a second set 
which penetrate the stalk and medial eminence of 
the tuber cinereum, breaking up into a rich network 
of capillaries which unite to form the descending 
portal veins. These can be traced down to the 
pars distalis where they break up into a second 
system of sinusoids. The efferent vessels form a 
collection of veins upon the lateral convexities of the 
gland and pass directly into the cavernous sinuses, 
A separate arterial supply to the posterior lobe is also 
described—another point of difference from Popa 
and Fielding. If this newer work is substantiated 
it will have important bearings on our conceptions 
of pituitary function. Not only will it be necessary 
to align the hypophysis with the other endocrine 
glands which secrete their hormones directly into the 
blood stream, but the independence of the hypophysis 
from the neighbouring hypothalamus in respect of 
its vascular supply will be established. 


MATERNITY AND PUBLIC OPINION 


Discussions about maternal mortality resemble 
discussions about Soviet Russia, in that the partici- 
pants tend to be confirmed in the views they already 
hold. Just as the pessimist can easily find arguments 
proving that the whole Russian experiment is a 
failure, so he can demonstrate that continued efforts 
in many countries to reduce the maternal mortality- 
rate have met with little or no success, and can draw 
the conclusion that death and damage in childbirth 
is a penalty of civilisation about which little can be 
done and less should be said. On the other hand, 
the sanguine man may claim that both in the U.S.S.R. 
and in the field of maternal welfare the time is too 
short and the attempts too spasmodic to permit of 
a true judgment, and he may see in comparative 
failure only a challenge to renewed and intensified 
effort. It is certain at any rate that in this country 
our provision for safe maternity is incomplete, and 
while this is so those who wish to reinforce the 

* Amer. Jour. Anat., 1936, lviii., 421. 
* Jour, of Anat., 1930, Ixv., 88 ; THE LANCET, 1930, ii.. 238. 
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national and local efforts have an unanswerable 
argument behind them. What can and should be 
done is set out in a sincere and lucid pamphlet 
prepared by the Committee against Malnutrition,* 
which endeavours to explain to the public what are 
the chief requirements of maternal welfare and what 
they have a right to expect the local authorities to 
provide. It is not, of course, the whole story, since 
even the provision of an adequate diet, skilled super- 
vision, institutional treatment, and auxiliary services, 
will leave many problems unsolved, as those who 
take up the question for political ends may find to 
their cost; but until every expectant mother can 
obtain such assistance as we know to be necessary 
to ensure a safe confinement, such publications as 
this cannot have too wide a circulation. The authors 
make no attempt to discuss the more professional 
aspects, such as the training of doctors and mid- 
wives or the treatment of complications; their 
object is to explain to the public what conditions are 
desirable for normal and safe childbearing and hence 
what services are most needed and to what extent 
they are provided. There is an excellent table 
showing which services are permissive and which 
are compulsory, and from this it appears that out of 
some sixteen services designed to aid the pregnant 
mother local authorities are compelled to arrange 
for only three; and one of these, the provision 
of sufficient trained midwives, is in the embryonic 
stage. 

The distinction between maternal mortality and 


maternal welfare is not merely academic. Discussion ' 


of death in childbed may lead to fear and should 
be limited to those professionally concerned: dis- 
cussion of the welfare of expectant and lying-in 
women is inevitable and right, and cannot be too 
widespread. Only by an informed public opinion 
can safe maternity be achieved. 


RECTAL ADMINISTRATION OF GLUCOSE 


Text-BooKs of physiology are unanimous that 
“nutrient” enemata are of little value except for 
the water they provide, but the majority state that 
a little glucose is absorbed. Dr. A. B. Corkill,? of 
Melbourne, stimulated by the vagueness of the 
information available to him about glucose absorp- 
tion, quotes a few experiments he has found recorded, 
criticises them, and presents the results of his own 
investigations. Some of his animal experiments are 
not themselves above criticism, but his work on man 
is ingenious and seemingly conclusive. The general 
principle is to produce a ketosis that can be used 
as a quantitative reagent—e.g., that will disappear 
without fail on administration of a certain amount 
of glucose. There are many pitfalls in this method, 
and Corkill shows how he avoids them in his experi- 
ments. He finds it essential to make estimations of 
the total daily excretion of acetone bodies, not 
relying on the apparent concentration in single 
samples of urine, and to control carefully the patient’s 
reaction to glucose. If a subject is kept on a keto- 
genic diet for a certain time and then put on a high 
carbohydrate diet, something approaching a standard 
curve of acetone excretion can be established. If 
now some of the glucose is omitted from the second 
diet but given per rectum, the typical curve is not 
obtained, and the ketosis lasts longer than usual. 
Corkill has clearly reduced ketogenesis to a fine art, 
for by studying individual patients’ reactions to 
starvation he was able to obtain a ketosis which could 


*The 





Social Care of Motherhood. London: Lawrence and 


Wishart. 1936. 2d, 
* Med. Jour. Australia, June 13th, 1936, p. 807. 


be abolished by 10 grammes of glucose when given 
orally, but which was resistant to 30 g. per rectum. 
The number of experiments made is not stated, but 
if this is sufficient, and the chemical methods reliable, 
the conclusion is justified that if any glucose is 
absorbed from the rectum it has no therapeutic 
value. This conclusion is the opposite of that reached 
by W. 8. Collens and L. C. Boas,* who took blood 
samples after the rectal administration of glucose, 
and also washed out the rectum after ‘“ absorption ” 
had taken place, and estimated the glucose recovered. 
Corkill does not quote this work, but refers to an 
exactly similar experiment by other investigators 
which gave the contrary result. In the circumstances 
the only course is to discard a method so unreliable, 
and, what is more difficult, to find another. Whether 
that described by Corkill will stand the test of time 
remains to be seen, but it seems to agree with the 
majority of investigations that have been made. 
The paper goes into theoretical details of carbo- 
hydrate metabolism at unnecessary length, and 
while nothing unconventional emerges, those who 
are interested in this more general subject should 
read the recent review by Dr. F. G. Young * as a 
corrective. 


A PRESENTATION TO SIR ARTHUR HALL 


On Oct. 7th at Sheffield University Sir Arthur 
Hall was asked to accept a portrait of himself in 
oils by Mr. Ernest Moore. He was for so long the 
guiding spirit in the school of medicine that it seems 
quite right for his portrait to hang there “ just,” as 
he put it, “to keep an eye on progress,” although 
strictly speaking this may not be needed in view of 
the fact that three of the University chairs—namely, 
medicine, surgery, and pathology—are held by 
former students of his. Among those who took part 
in the presentation was Dr. E. W. Adams, of the 
Ministry of Health, a pupil of Sir Arthur’s at the 
old medical school in Leopold-street. It was difficult, 
he said, to conceive how the medical school could 
have got along without Arthur Hall, and it was 
in large measure due to him that the Royal Hospital 
and the Royal Infirmary in Sheffield were now united 
under a common board of management, an achieve- 
ment, he added, “not to be accomplished on one 
leg,” to use an apt expression of Sir Thomas Browne. 
Arthur Hall was ‘the founder of a club which included 
the staffs of all the Sheffield voluntary hospitals, 
and it was he who had brought to life again the local 
medico-chirurgical society, while his interests had 
found scope in wider fields such as the Radium Com- 
mission and the Silicosis Committee, not forgetting 
the Postgraduate School at Hammersmith. To the 
gift of the portrait not only Sir Arthur Hall’s former 
students and present colleagues had contributed but 
also a,large number of his lay admirers. 

Dr. Herbert John Fausset, whose death occurred 
on Saturday, Oct. 10th, was a nonagenarian. He was 
M.O.H. for Tamworth and district for over 50 years. 





* See THE LANCET, 1933, ii., 876. 
*Ibid., August Ist, 1936, p. 237, and August 8th, p. 297. 


MANCHESTER JOINT HOSPITALS ADVISORY BOARD.— 
As part of the scheme for an advisory board for the 
reorganisation of the consultant services of the municipal 
hospitals specialists have been appointed to codrdinate 
the services of Booth Hall, Crumpsall and Withington 
Hospitals. Prof. G. R. Murray is to be hon. director in 
medicine, Mr. E. D. Telford in surgery, and Prof. Daniel 
Dougal in gynecology. 
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CXVII.—PROGNOSIS IN UNDESCENDED 


TESTICLE 


AN unduly pessimistic outlook as to the future 
development of undescended testicle is adopted in 
current text-books and in all but very recent articles 
on the subject. In a new edition this year of a 
leading text-book on genito-urinary surgery it is 
stated: ‘‘A retained or imperfectly descended 
testis may reach the scrotum during the first year, 
but after that time it will not do so.” O. H. Wangen- 
steen (1927) remarks, ‘“‘ Only rarely does the testis 
reach the scrotum on its own initiative after the first 
year,” whilst A. D. Bevan (1929) goes on to assert 
that spontaneous descent never occurs. Fortu- 
nately recent studies have shown that the prognosis 
is by no means so hopeless. Knowledge of the action 
of certain hormones and hormone-like substances 
on the development and migration of the male sex 
glands has caused a reorientation of our ideas about 
the treatment of the imperfectly migrated testis, 
and the assumption that operation will be required 
in most cases by the age of 7 to 9 years is no longer 
justified. 

Figures of the incidence of undescended testicle 
are important as a guide in prognosis. Clement 
Dukes (quoted by Thomson Walker, Genito-Urinary 
Surgery, second edition, 1936) noted 9 cases in 
2000 public-school boys (0-45 per cent.), and 
Cc. B. Drake (1934) records an incidence of 
2-8 per cent. in 1541 boys from 9 to 19 years. 
I found and published in your columns a few 
months ago 59 cases in 2104 secondary-school 
boys from 11 to 16 years (2-8 per cent.). Other 
authors record figures up to 5 per cent. The inci- 
dence rate in adult males has also been recorded. 
Marshall found 12 cases in 10,800 army recruits 
(0-1 per cent.). Hempel (1911), also in recruits, 
found an incidence of 0-2 per cent. in 7,000,000 men 
(quoted by H. Cabot, Modern Urology, 1924). 
It appears that the condition is very much more 
rare in adults than in boys of school age, and with 
our present knowledge it is permissible to assume 
that spontaneous cure occurs in a large number. 





Variatioris in Natural Development 


In any individual case the problem is whether 
the youth will or will not be virile on reaching adult 
life. Some knowledge of the natural development 
of sex organs is therefore essential. 

In normal boys with scrotal testes the growth and 
development of the genital organs vary within wide 
limits. In some the testes remain infantile in size 
until puberty, when rapid growth takes place. In 
others the genitals increase slowly in size, the process 
being speeded up at puberty. Pubertal changes 
may be prolonged over many months. Growth of 
pubic hair and increase in size of the sex organs do 
not run pari passu. 

The interstitial tissue which forms the internal 
secretion of the testicle develops and will function 
wherever the site of the testis; but development 
of the seminiferous tubules and active spermato- 
genesis only occurs if the testes occupy their natural 
and relatively cool dwelling place in the scrotum. 
Spermatogenesis is thought to occur as early as the 
ninth year, but complete function is not established 
until the fourteenth year. It does not take place in 
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the intra-abdominal testis but will become active 
if the organ passes into the scrotum either naturally 
or as a result of hormone therapy or operation. 
The increasing weight or mass of the testis is con- 
sidered to be a factor in its descent, both natural 
and aided by hormone therapy. It is not true that 
atrophy of the misplaced organ is to be feared if treat- 
ment is not instituted before or at the onset of puberty. 
C. R. Moore (1935) has demonstrated on animals 
the changes that will occur if the testis is dislocated 
into the abdomen, and has shown that when the 
organ is again eventrated regeneration of the tubular 
portion takes place and spermatogenesis is an active 
function of the testis once more. 


Two Main Types of Undescended Testicle 


In prognosis we must distinguish two main types :-— 

(1) The true cryptorchid, where the testes are 
retained within the abdomen. 

(2) The canal-dwelling testis, uni- or bi-lateral. This 
second group may be subdivided into: (a) uncom- 
plicated cases; (b) complicated, by the presence of 
hernia or hydrocele, not always at first manifest. 


THE TRUE CRYPTORCHID 

In the first group several causes may determine 
the lack of engagement of the organ in the internal 
abdominal ring during the second half of fetal life. 
At puberty the interstitial tissue develops but, as 
has been noted above, tubular development is latent 
on account of the higher surrounding temperature 
of the organs. For the purpose of prognosis observa- 
tion of the general physical development is neces- 
sary. Evidence of hypothyroidism must be taken 
into account, as also presence of adiposity of the 
Fréhlich type, where genital growth is delayed 
though secondary hair growth is not. Treatment 
with gonadotropic hormone—the anterior pituitary- 
like substance found in the urine of pregnant women 
is less likely to be effective in these cases, but should 
be used in adequate dosage and in courses of treat- 
ment from the ninth year onwards. G. B. Dorff (1935) 
has observed that response to injection therapy is 
more likely to occur and will be more rapid if its 
use is postponed until the age at which pubertal 
changes are likely to begin. Operation is to be con- 
sidered in this type of case if the testes do not appear 
in the canals after adequate injection therapy—e.g., 
three courses of six injections (500 R.U.), allowing 
one month to elapse between each course. It 
will become essential if no progress has been made 
by the time puberty is well advanced—i.e., at the 
age of 14 years. The heavier testicle is then retained 
by some mechanical factor. Without eventration 
no spermatogenesis and no virility can be expected. 

THE CANAL-DWELLING TESTIS 

In the second group, where either or both testes 
are in the canals, the outlook is more favourable. 
The first consideration will be the presence or not 
of a hernia or hydrocele complicating the condition. 
Such additional factor will make natural descent 
less likely to occur although hormone therapy is 
not thereby contra-indicated. It is to be noted that 
A. W. Spence and E. F. Scowen (1935) have recorded 
the development of hernia during treatment in some 
of their cases. Injection treatment, by enlarging 
the testis, will probably help to promote favourable 
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eonditions for the operative treatment of the com- 
plicating factor. The tragedy of the missing testicle, 
following operation for hernia in infancy, must be 
avoided. The chance of natural descent in patients 
who have had an operation for hernia seems to be 
less good than in the uncomplicated canal testis. 

Where there is no evidence of hernia or hydrocele 
the outlook is far more favourable, and natural 
descent and development of the testicle may be 
expected in most cases up to the age of 16 years. 
A hopeful prognosis can therefore be given, observa- 
tion being required at intervals after the age of 
9 years. Parents can be advised that active therapy 
by injection will be undertaken if no sign of descent 
is present after pubertal changes are well established. 
At this period the increasing mass of the testicle will 
in itself be an important factor in encouraging its 
descent to its normal habitat. 

Too early hormone treatment may induce pre- 
cocious sex maturity without the balancing and 
socially essential inhibitions. Dorff has recorded 
a case in which a boy of 8 years after prolonged 
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treatment became an exhibitionist. E.T. Engle (1932) 
has also issued a,word of warning and suggests 
9 years as the earliest age at which to commence 
injections, whilst it is not desirable to wait until 
after 14 years. To an older boy the reason and need 
for treatment can be explained and his coéperation 
obtained. In the younger child weekly injection 
and measurement of the genitals combined with 
the heightened sex appetite is likely to have a 
subversive influence. 
Summary 


In summing up our present knowledge, we can say 
that whilst the outlook for the undescended testicle 
has always been brighter than has been generally 
believed, in that four out of five will probably descend 
naturally, the future outlook is even more favourable. 
Descent may be accelerated when advisable and 
surgical treatment will be required only for selected 
cases. 





PEARSE Witiiams, M.D., M.R.C.P. 


Physician to the Children’s ~~ —— Yen 
Green, and to the Willesden meral Hospital. 
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Tue fourth European Mental Hygiene Reunion 
was held under the auspices of the National Council 
of Mental Hygiene in the conference room of the 
Ministry of Health on Oct. 5th and 6th. The official 
opening was performed by the DuKE or KENT. as 
president of the Council on Monday afternoon. 


Mental Hygiene and the Nurse 


The Eart or FEversHAM, presiding on Tuesday 
morning, pointed out that this age of competition 
placed a heavy strain on the individual, which led 
to fear and so to many psychological problems, 
which were intensified as civilisation progressed. 
An encouraging factor on the other side was the 
holding of an international conference to find out 
and remedy the causes of these problems. Nurses 
deserved praise for the great qualities which they 
brought to their task, and it was most important 
that they should be rightly directed and their oppor- 
tunities of furthering the mental health of their 
patients, and of spreading the doctrines of mental 
hygiene, should be used to the full. 


Dr. Hans Roemer, of Illenau (secretary of the 
German Council for Mental Hygiene), said that the 
care of the sick had led to the recognition of the 
psychological changes which were part of the physical 
illness. The hospital must provide a healing atmo- 
sphere of encouragement and protection to build up 
resistance against disease, and when the patient 
mended, his will to health must be reinforced. The 
nurse played the chief part in influencing the patient. 
She must be armed with sympathy and real under- 
standing to protect his abnormally keen senses and 
meet his fears and complaints, so as to win his con- 
fidence. She must fit his returning strength to suit- 
able tasks, and must fight against boredom and 
idleness. She must meet the relatives with tact and 
firmness. In the treatment of neurotics her psycho- 
logical coéperation was especially important. In 
Germany welfare work in the patients’ homes was 
being more and more carried on by institution nurses 
under the direction of the hospital physician. This 
new work had been started since the war, and the 


intelligence of the staff nurses had enabled them to 
meet its demands w: out special training. It 
allowed the convalescent to be discharged earlier, 
unified specialist treatment, and provided for the 
recall of the patient if his health again gave trouble. 


,Candidates for such work must be physically and 


mentally sound and free of hereditary taint, psycho- 
pathic tendency, and tuberculosis. Social class had 
little importance compared with intellectual ability 
and independence of mind. The candidates who 
sought work as mental nurses because of a latent 
psychic affinity to the patients should be weeded 
out, since they might later prove to be psychopathic. 
Schizoid or latent schizophrenic personalities must 
be rejected. The medical staff must care for the 
mental hygiene of the nurses, who should be paid 
properly, given free time each week, and insured 
against accident, illness, and old age. Each nurse 
should be allotted to the post most suited to her 
capacity, and posts should be regularly changed. 
The nurse should have a hygienic room of her own, 
remote from the atmosphere of disease. Nurses’ 
‘casinos’ with common refectory and recreation 
rooms had been in use for a long time; in many 
German, Dutch, and Swiss hospitals they included a 
communal bathing establishment, music rooms, and 
facilities for sport and games. 

Dr. Vrxtor Wicert (professor of psychiatry at 
the Caroline Institute, Stockholm) declared that the 
nursing staff of mental hospitals in most countries 
had a considerably lower standard of general and 
medical*training than the staff of general hospitals. 
The nurses had often attended lower-grade schools, 
and were trained only in mental hospitals. In many 
countries, however, including Scandinavia, successful 
efforts had been made to obtain fully trained nurses 
for the care of mental patients. The fully trained 
nurse had a tradition and spirit which the mental 
hospital lacked, and also wide experience of the 
sick, and a practical psychological insight. She was 
trained in a strict and elaborate technique which 
was more and more necessary with the increase of 
purely physical treatment in mental hospitals. 
Scandinavian mental hospitals had made highly 
successful use of women assistants in male wards 
At first the schools of nursing had looked down upon 
the care of the insane, but they now recognised it 
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as a great and humane task. On the other side, a 
theoretical and practical training in the care of mental 
patients was most valuable to the general nurse, 
who was always dealing with patients who were 
nervous and mental in all but name. This knowledge 
introduced her to the service of mental hygiene, to 
speak and act in its favour, and to be its pioneer 
in all the branches of her work. The best social 
workers were those who had been trained as nurses. 
Psychiatry was a compulsory subject at nearly all 
Scandinavian nursing schools. 


Dr. HEINRICH KOGERER (lecturer in psychiatry 
and neurology at Vienna University) spoke of the 
importance of choosing nurses with the right 
personality. A woman, and especially a maternal 
woman, made the best nurse; she created the 
maternal environment which a patient needed, since 
his illness represented a regression to childhood. 
The infantile type of woman was at a disadvantage 
because of her dependence on the male and her 
reluctance to part with her patients when they were 
cured. He barred out from the nursing profession 
women with any grade of mental defect, but not 
mild psychasthenics with strong ethical compensa- 
tion. Hysterics he regarded with horror, for their 
busy zeal, he said, covered irresponsibility, cruelty, 
and dishonesty. Compulsion types created a mis- 
leading impression of great conscientiousness, and 
their natural egoism kept them from any true social 
devotion. Some healthy schizothymic persons made 
successful nurses through their strong sense of duty 
and their reserve. Kretschmer’s mimosa-like types 
were often disturbing to their colleagues because of 
their touchiness, but this characteristic rarely inter- 
fered with their faithful handling of a patient. The 
work of cyclothymics varied in quality with their 
feeling phases, but they were often persons of high 
mental and ethical endowment. The nurse was a 
go-between for patient and physician, and her task 
was to gain the patient’s confidence. She was an 
organ of contact, a means of accomplishing the 
physician’s intention, and a line of communication 
for the patient’s mental changes. 


Miss E. L. Macavutay (matron of the Kent County 
Mental Hospital) pointed out that a mental nurse 
who desired to take general training must undergo 
the full three years’ course. This was a regrettable 
handicap, and she hoped that continental practice 
would eventually be followed in this matter. Homes 
for nurses entirely separate from the hospital were 
very desirable ; one of the most important provisions 
for a nurse’s comfort and efficiency was that she 
should be allowed to have her breakfast brought to 
her in bed. Nursing in the Kent County Mental 
Hospital followed the lines of a general hospital, 
and achieved the best results in the shortest time. 
The employment of female nurses in male wards had 
been an unqualified success, and the nurses of both 
sexes coéperated satisfactorily. More use should 
be made of the mental nurse in social work, where 
she could bring her psychological training to bear on 
ethical problems. 


Dr. A. SorntNEN (Finland) said that in the mental 
hospital of which he was director 35 per cent. of the 
nurses had been trained in general nursing and 30 per 
cent. of the probationers had had two years’ general 
training. The greater expense was justified by the 
increased turnover of patients. Social work should 
be in the hands of nurses trained in psychiatry. 
The population of Finland was sparse and the insane 
were poorly provided for: only 2 per cent. were in 
mental hospitals. It was hoped to solve the problem 
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by employing general nurses trained in psychiatry 
to do out-patient and preventive mental work among 
the people as well as the usual work of visiting 
nurses. 

Prof. R. Sommer (founder of the German Asso- 
ciation for Mental Hygiene) warned mental hospital 
directors that the administrative side of an insti- 
tution was apt to be cut off from the medical side. 
It was essential, in the choice and training of nurses, 
that a psychological physician should assist in the 
selection and advise constantly during the course of 
the training, so that unsuitable probationers might 
be eliminated as soon as possible. 

Dr. W. MoRGENTHALER (Switzerland) said that a 
start had been made in his country for the careful 
instruction and efficient supervision of the private 
nurse. 

Dr. Hans EVENSEN (Norway) spoke of the work of 
mental hospital nurses in supervising outside cases 
in their districts. 


Mental Hygiene and the School 


On Tuesday afternoon Sir LAuRENCE Brock, 
chairman of the Board of Control, presided over a 
discussion on mental hygiene among older school- 
children (11-18 years of age). 

Prof. K. H. Bouman (Amsterdam) said he regarded 
the final phase of adolescence as quite as important 
as infancy and childhood, which were much more 
popular with students of mental hygiene. Those 
qualities that were important for a full and fruitful 
social life must now be developed and completed. 
More emphasis should be laid on the school than on 
any other phase of spiritual development. Personal 
bravado rebelling against the levelling influence of 
authority especially characterised this period, and 
many cases of neurosis began in an unsuccessful 
result of this battle. Boarding-schools and colleges 
offered peculiar advantages because they withdrew 
the adolescent from the home and parental authority 
and made him adapt himself to the requirements of 
a group. Schools paid too little attention to sexual 
enlightenment and guidance. Parental education 
usually failed to provide this instruction and the 
school teacher should be the one to take the matter 
in hand, provided he were sufficiently qualified. 
Criminality was a great danger of this age, and 
fortunately more and more people were holding the 
view that adolescents should be separately tried by 
expert judges and be subjected to other punishments 
than those fixed for adults. Alcoholism among young 
persons was increasing and caused an increase in 
regressive delinquency, so that the fighting of alco- 
holism was still one of the most important problems 
of the mental hygienist. To prevent the excessive 
use of liquor by young people was to attack the evil 
at its root, before the worst results had shown them- 
selves. Precautions should be taken in workshops 
and factories, and on public highways, to prevent 
accidents in which young people might suffer head 
injuries. A number of grave mental diseases appeared 
for the first time towards the end of puberty: they 
were rarely acute psychoses and the transition from 
the normal to the abnormal could only be discovered 
by the expert. The incidence of schizophrenia was 
greatest at about the age of twenty. The important 
cases for the schoolmaster were those which were 
*‘ cured ”’ with more or less defect. They were not 
treated in institutions because they were not recog- 
nised or were not sufficiently disturbing. The symp- 
toms were often interpreted as psychopathy, neurosis, 
or criminality—as symptoms of aberrations of 
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character—and were therefore treated by punish- 
ment. A relatively large number of highly gifted 
pupils at secondary schools and universities were 
afflicted by it. Manic-depressive psychosis also 
usually showed itself for the first time in adolescence. 
It became the task of the teacher to suspect its 
mild forms early. The symptoms of the neuroses 
usually appeared now for the first time, though the 
real cause lay much earlier. The last phase of puberty 
was an age of many conflicts and when adaptation 
failed the neurotic state manifested itself. Many of 
the immediate causes of neurosis and sexual per- 
version must be looked for in the structure and 
management of schools. As the influence of the home 
on education receded and society could not yet make 
its influence fully felt, the school was the obvious 
institution to guide these young people. Mutual 
understanding was necessary between the school- 
master and the psychopathologist. This coéperation 
would have to be organised: the training of the 
schoolmaster must include the normal and some of 
the abnormal psychology of the child and the adoles- 
cent ; the psychological physician must learn some- 
thing of the principal problems of education. School 
medical inspection would have to be extended to 
include the psychiatrist, and every school should 
have its psychopathologist to examine the pupils 
regularly in close coéperation with the teaching 
authorities and to give advice. 

Dr. J. R. Rees (medical director, Institute of 
Medical Psychology) pointed out that secondary 
education was the privilege of only 7 per cent. of 
the under-18 group in England and Wales. Most 
of the scholars in this group therefore had superior 
intelligence. Many leaders would be drawn from it 
in the future, and the intelligence of its members 
made them especially liable to emotional problems 
and difficult situations. The examination system 
provided many real problems for the psychiatrist 
and the teacher through making too great demands 
on some children. It roused stimulating feelings of 
superiority and inferiority, whereas the real require- 
ment of every individual was that he should do his 
best. The superiority-inferiority conflicts were most 
important at this period, when the competitive spirit 
was rife and there was every opportunity for develop- 
ing an abnormal outlook. Most of the difficulties 
were expressions of earlier conflicts. The ‘“‘ too 
good’ child, whose defect appeared a valuable 
quality in earlier days, often became an obvious 
problem when initiative was demanded of him. 
The rebel would remain a rebel until someone could 
give him wise assistance. The spoilt child would be 
miserable because he would be unable to fit into a 
school community. Sexual problems were often 
merely manifestations of the struggle for emotional 
and spiritual growth. The teaching of religion was 
a difficult problem, and there was much to be said 
for the British system which, through community 
life, games, and the much-ridiculed sportsmanship 
and service, aimed to produce a sense of social respon- 
sibility and a capacity to think in non-rigid fashion 


about the deeper problems of life. Psychotic break- . 


down was rare at this period, though schizophrenic 
and manic-depressive children were occasionally 
found. Nevertheless, the psychoneurotic disabilities 
which were so frequent in adults must all be present 
in embryo, and it was the responsibility of the physi- 
cian to see that they were recognised and, if possible, 
dealt with. Delinquencies, sexual or otherwise, used 
in the past to be dealt with as antisocial manifesta- 
tions which demanded expulsion. Nowadays schools 
were recognising much more that these conditions 
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could be dealt with by hospitalisation, like infectious 
diseases. The offenders were sent away for suitable 
treatment, and received back when their difficulties 
had been adjusted. This plan was the more valuable 
because these delinquencies were so readily curable 
at that age, often by simple psychotherapy. 

Children of indifferent intelligence must be recog- 
nised and eliminated from higher education. They 
could be helped and trained in other ways. Schools 
must make more use of scientific methods of voca- 
tional guidance, and admirable work was being done 
in London by the National Institute of Industrial 
Psychology. It was now little short of a social crime 
to let any child become a vocational misfit without 
a struggle. In the school life of every child there 
should from time to time be an individual stock- 
taking, and for this much better coéperation was 
needed by parents, teachers, and doctors. If teachers 
and parents believed in possibilities of sound mental 
adjustment there could no longer be any place for 
feelings of superiority or animosity. The parents’ 
societies which many schools encouraged did enor- 
mously valuable work. Through them, and through 
the enlightenment of teachers and school doctors, 
there was great hope for the future. 

Dr. Georces Hevuyer (Paris) praised the coépera- 
tion between psychiatrists and educationists which 
he had found in this country, and announced that a 
conference on child psychiatry would be held in 
Paris on July 24th—-28th, 1937, immediately after 
the International Congress of Mental Hygiene. He 
cordially invited all British mental hygienists to 
attend. 

The CHAIRMAN remarked that, while the elementary 
teacher was accustomed to call on the psychiatrist 
to help him, there was great scope for missionaries 
in public schools. When the authorities in one of 
the older British public schools had recently dealt 
with two obviously pathological cases of delinquency, 
the only method they could think of had been a 
severe beating, and they had then been greatly sur- 
prised to find that no moral reformation took place. 
It was peculiarly the business of the house-master 
and house-monitor to ascertain cases in which the 
psychiatrist should be called in. 

Prof. KoGERER emphasised that confidence was 
essential to effective progress in education and was 
the first requisite for a proper relationship between 
teacher and pupil. Early childhood and puberty 
were two periods in which there was extreme lack 
of confidence. The onset of menstruation brought 
a girl suddenly face to face with reproduction and 
all that it implied, a very frightening experience ; 
the boy was often carried away by a sudden uprush 
of aggressive tendencies which his parents and 
teachers met with barriers and restraint. The 
teacher must by every means make friends with his 
pupils and win their confidence, and the first step 
to mental health in the school was to re-educate the 
educators. 

The meeting passed unanimously the following 
motion by Dr. HEUYER :— 

““The Congress recommends that in each nation the 
administrative body charged with settling the methods 
of selecting abnormal school-children and devising the 
time-tables and curricula for normal scholars should include 
a psychiatrist duly elected by the mental hygiene associa- 
tion of that nation.” 


Prof. VERMEYLEN (Brussels) declared that if mental 
hygiene was not started until eleven years of age it 
was often too late and the harm was already done. 
It should be started in the nursery school, and the 
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doctrine that effort was more important than achieve- 
ment should be taught at that age. Maladaptation 
was by no means restricted to abnormal children. 
Children with supernormal and normal intelligence 
fell into a great variety of types, and particular 
aspects of intelligence were developed at different 
ages. A perfectly normal child might suffer from 
failure of adaptation through not assimilating the 
instruction it was receiving. When one capacity 
was precociously developed the child might rely on 
it to the exclusion of its other faculties, which might 
become almost lost. Some children found a grave 
difficulty in going forward from the home to the 
school—precisely the same difficulty as when a child 
refused to be weaned. In Belgium the teachers 
were constantly crying out for skilled medical assist- 
ance in all these difficulties; the trouble was that 
there were not enough medical psychologists to go 
round. He would have liked to add to the Congress’s 
resolution the statement that the medical schools 
ought to give further opportunities to those who 
wished to be specially trained in psychiatry, and 
should teach the refinements of child psychology at 
all ages. 





MEDICINE AND THE LAW 


Obstruction of Order to Send Child to Hospital 


THERE is occasionally a clash between the require- 
ments of public health and the traditional principle 
that an Englishman’s home is his castle. A father, 
living at Parkstone near Bournemouth, was sum- 
moned a fortnight ago on a charge of having 
obstructed the execution of an order for the removal 
of his child to hospital. The little girl, two years 
old, was suffering from the typhoid epidemic which 
lately attacked the district. Her parents isolated 
her by placing her in a first-floor bedroom where her 
mother had practically lived with her during the 
illness. No other member of the family was allowed 
in the room and the father claimed to have followed 

“ medical advice in the treatment of the case and in 
measures of disinfection. The medical officer of 
health certified the case as one where proper accom- 
modation was not being provided in the child’s home, 
and the local authority obtained a magistrate’s 
order authorising the corporation, through a police 
sergeant, to remove the child to hospital. The police 
officer went to the house next day with an ambulance, 
accompanied by the sanitary inspector and necessary 
staff. The father refused to let the child go; he 
insisted that she was being treated quite satisfactorily 
at home. The warrant was read to him and he said 
he fully realised the consequences of preventing its 
enforcement. He put his hand on the policeman’s 
shoulder, pushed him away, stood in his path, and 
declared that the child should not be taken away. 
This was undeniably obstruction and the father’s 
protests at the police-court that the medical officer 
of health had never been near the house and could not 
say whether the accommodation was proper or not 
availed him nothing. The magistrates announced 
that the case was proved but, as it was the first of 
its kind, the defendant would be discharged under 
the Probation of Offenders Act. 

The local authority was presumably acting under 
Section 124 of the Public Health Act, 1875, as 
extended by Section 65 of the 1907 Act. Restated 

in the new Public Health Act which will come into 

force next April, the law requires a justice of the 
peace to be satisfied of three things: (a) that the 
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circumstances of the patient are such that proper 
precautions to prevent the spread of infection cannot 
be taken or that such precautions are not in fact 
being taken; (b) that serious risk of infection is 
thereby caused to other persons ; and (c) that aceom- 
modation is available in a suitable hospital. If so 
satisfied, the justice may vurder removal and main- 
tenance at the local authority’s cost. If it be true 
that the medical officer of health presses for the 
order without prior inspection of the circumstances 
in the patient’s home and merely on the ground that 
there are (a) an epidemic, (b) an infected patient, 
and (c) a suitable hospital, it would seem to be 
assumed that treatment in a private house is in 
itself a sufficient ground for holding that precautions 
against infection are not being taken. The parent 
in the Parkstone case was evidently protesting against 
the suggestion that he was not looking after his 
child properly. It was not, however, open to him 
to obstruct the policeman on the ground that the 
order was made on insufficient reasons. In Booker 
v. Taylor (1882) a mother resisted an order for 
removal of her child under Section 124. She was 
summoned and the magistrates declined to convict 
because they thought the order invalid. The High 
Court held that the magistrates had no right to go 
behind the order and examine its validity; they 
were bound to convict if there had been obstruction. 
Thus the parent’s trouble begins when the local 
authority finds a magistrate who will make the order. 
The new version of the law, contained in Section 169 
of the Public Health Act, 1936, emphasises the fact 
that the magistrate may, if he deems it necessary, 
act ex parte. Thus the parent may have no chance 
to oppose the making of the order. 

The reluctance of fathers and mothers to let their 
children go to hospital is as common an experience 
as the reluctance to let them undergo particular 
forms of treatment. Bearing in mind these parental 
tendencies, our courts of summary jurisdiction are 
usually lenient. Early this year an American case 
indicated a more vigorous attitude. A father in 
New Jersey was prosecuted under a Child Welfare 
Act (evidently corresponding to Section 1 of our 
Children and Young Persons Act, 1933) for neglect 
namely, the failure to permit an act necessary to a 
child’s physical welfare. He had refused to sign a 
form consenting to the child’s immunisation against 
diphtheria ; he said he knew of children who suffered 
ill effects from the serum. The New Jersey tribunal 
fined him 50 dollars and sentenced him to 30 days’ 
imprisonment, but suspended sentence for a brief 
period to give him an opportunity either of appealing 
or of changing his mind. No further report of his 
decision is available. The tribunal was apparently 
a juvenile court, which may be expected to exact 
more progressive standards of parental behaviour 
than the ordinary bench. 





NATIONAL HOSPITAL, QUEEN-SQUARE.—The Hol- 
born Chamber of Commerce has undertaken to raise 
£12,000 towards the rebuilding of this hospital. This 
sum will provide two new operating theatres with an 
adjoining X ray department. The Rockefeller trustees’ 
ofter of £60,000 towards the cost of rebuilding the research 
department and surgical unit is dependent on the hospital 
raising the remaining money for buildings and equipment 
by December, 1937. If this is accomplished, the trustees 
will give a further £60,000 towards the endowment of 
research. The tota! cost of the rebuilding scheme is 
£180,000. Before the Chamber of Commerce launched its 
effort the building fund stood at £98,500, leaving £81,500 
to be raised. 
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POST-GRADUATE LECTURES 





Last week we printed shortened versions of five 
lectures given at the post-graduate courses lately 
in progress at the London medical schools. This 
week we continue the series with those given by 
Dr. Plummer at Charing Cross Hospital, and by Prof. 
Cowell and Dr. Maizels at University College Hospital. 





PAIN IN THE CHEST 
(Dr. N. 8. PLuMMER) 


I PROPOSE to discuss the problem of pains in the 
chest chiefly from the point of view of pleural pain 
and its differential diagnosis, leaving out the very 
interesting question of cardiac and precordial pains. 

In general, there are three main groups of pain 
arising from the thorax. Pains of the chest wall and 
spine are aggravated by movement or change of 
posture, and usually show tenderness, and there 
may be rigidity of muscles. ains arising from the 
heart and great vessels are usually closely related 
to exertion or excitement, with the exception of 
coronary thrombosis, which has other characteristic 
features. Pains from the lungs and pleura are made 
worse by breathing and coughing. Each group has 
fairly distinctive symptoms, so that it is convenient, 
when faced with a patient complaining of pain in the 
chest, to begin by assigning it provisionally to one 
of them. 

This generalisation, like others, is by no means 
comprehensive ; it does not cover all the different 
types of chest pain. There is the pain on swallowing 
which is felt at different levels of the sternum in 
cesophageal obstruction ; there are the various pains 
after food associated with disease of the gall-bladder 
and flatulent dyspepsia; there is the boring pain 
of an aneurysm eroding the anterior chest wall—to 
mention only a few. Nevertheless, this elementary 
division forms the basis upon which a diagnosis of 
the commoner pains is made. 

In dealing with pains of the chest wall and spine, 
it is useful to differentiate superficial pain in the skin 
from that in the deeper structures. Hyperesthesia, 
when the pain is described as a burning or prickling 
sensation and the skin is tender to light touch and 
stroking, is common as a neurotic symptom, but it 
is also found over an underlying pleurisy or in angina 
pectoris or in disease of the nervous system. In the 
absence of other evidence of disease, however, hyper- 
esthesia may be taken to be neurotic in origin. 

Deeper and localised tenderness in the intercostal 
spaces, possibly with the presence of small nodules, 
is characteristic of fibrositis. Movements such as 
stretching and deep breathing will make the pain 
worse and it may be difficult to differentiate the 
condition from pleurisy. “The absence of cough, 
temperature, friction sounds, and the presence of 
previous attacks of lumbago or sciatica, and possibly 
local trauma will assist in making a diagnosis of inter- 
costal fibrositis. In this connexion, the occurrence 
of epidemic myositis or Bornholm disease may be 
mentioned. 

It is important to stress the necessity for careful 
palpation of the site of the pain to elicit the physical 
signs mentioned above and to avoid missing small 
swellings of the ribs such as develop in tuberculous 
caries, deposits of new growth, and multiple myelo- 
matosis. Chronic mastitis is a common cause of 
pain in the chest, and quite often the patient does 
not point to the true seat of the mischief. 


Pain of girdle type, either unilateral or bilateral, 
appears in affections of the posterior nerve-roots 
of the spinal cord due to tabes dorsalis, syphilitic 
meningitis, and extramedullary tumours of the cord 
and in herpes zoster. It is a sound principle in all 
cases of pain starting in the spine radiating round the 
trunk or down a limb, always to do a Wassermann 
reaction, for this symptom may be the only indication 
of a syphilitic meningitis of the cord. In herpes 
zoster the pain along the course of one or two inter- 
costal nerves may arise before, during, or after the 
eruption, and it is to be noted that the lymph gland 
draining the area of skin involved is almost always 
enlarged and tender. 

Spondylitis, new growth, and Pott’s disease of the 
spine, by pressure on nerve-roots, are common 
causes of pain in the chest, and serve to illustrate the 
importance of radiographing the spine in any obscure 
case. 

Pleurisy is usually easily diagnosed from the fact 
that pain is produced by deep breathing and cough- 
ing and is associated with friction sounds; but 
experience in the post-mortem room and with arti- 
ficial pneumothorax therapy serves to show how 
often pleural adhesions can be found in patients in 
whom pleurisy has never been observed. There are 
two reasons for this: first, that pleurisy may occur 
without pain, and, second, that the pain may be 


_ atypical and thus not recognised. 


In illustration of the latter point I may quote the 
recent case of a man of 49 who had had several coughs 
and colds in the previous three years but without any 
disturbance of his general health. He developed a dull 
aching pain across the centre of his chest and below the 
right clavicle. This lasted more or less all day and was 
not affected by breathing or coughing or movement. 
There were no abnormal physical signs, and as the pain 
persisted for three weeks unchanged, a radiogram was 
ordered and revealed fairly extensive tuberculosis of the 
right upper lobe, tubercle bacilli being found in the 
sputum. Later on artificial pneumothorax had to be 
abandoned owing to pleural adhesions. 

In another case, that of a girl who had had tuberculous 
glands in the right side of the neck in childhood, and who 
had a strong family history of tuberculosis, pain developed 
in the left shoulder and in the casualty department was 
attributed to a strain. When she came to see me at out- 
patients a week later, although the pain had practically 
disappeared, friction sounds were heard in the fourth 
left intercostal space. At no time had the pain been 
characteristic of pleurisy. 


These two cases illustrate the fact that apical pleurisy 
seldom gives rise to the characteristic pain of pleurisy, 
and if pain occurs at all, often it is merely a dull 
ache over the apex of the lung or even in the shoulder. 
It is common knowledge that the usual sites for the 
pain of pleurisy and the presence of friction sounds 
are at the angle of the scapula and in the axilla 
just external to the nipple, yet at autopsy the pleurisy 
is never so limited. The explanation of this dis- 
crepancy may be that at these sites the greatest 
movement takes place between the two layers of the 
pleura, while at the apex there is relatively little 
movement; hence apical pleurisy will usually give 
rise to no pain, or if there is pain it will be merely 
a dull ache. 

Pain at the costal margin is usually due to muscle 
strain, the result of intractable coughing. This can 
be demonstrated by asking the patient to contract 
the muscles of the abdominal wall and then eliciting 
tenderness at their insertions. Diaphragmatic pleurisy 
gives pain here too, with typical catching of the 
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breath on deep inspiration. The pain is often felt 
in the abdomen owing to involvement of the lower 
six intercostal nerves which supply both the peri- 
phery of the diaphragm with sensory fibres and the 
anterior abdominal wall. It may be referred to the 
top of the shoulder, this being the skin supply of 
the fourth cervical nerve, which also is the main 
nerve supply of the centre of the diaphragm. The 
diagnosis of diaphragmatic pleurisy has often to be 
made in the absence of an audible pleural rub. 

The sequence of symptoms in spontaneous pneumo- 
thorax may be characteristic enough to allow a diag- 
nosis to be made on the history alone. The patient 
complains of a pleurisy pain which is followed after 
a matter of hours or days by shortness of breath. 
At this stage the severe pain either disappears or 
is replaced by a feeling of tightness and an incon- 
stant sharp pain from tension on an adhesion. This 
is due to the separation of the pleural surfaces 
by air. After 2-7 days the air is slowly absorbed 
and the shortness of breath disappears. A similar 
sequence of events is seen in pleural effusion, but the 
dyspnoea lasts longer because fluid is absorbed much 
more slowly than air. In both conditions the breath 
sounds are diminished, but in pneumothorax the 
percussion note is resonant, while fluid gives dullness ; 
this serves to differentiate the two conditions. In 
some cases of spontaneous pneumothorax there is 
no preceding pleurisy and the onset may be acute 
or insidious. 

I would like to draw your attention to the pain of 
a primary neoplasm of the luny. There may be 
pleurisy with or without effusion, but more charac- 
teristic is a dull aching pain that bears no relation to 
respiration or movement. It is a pain of no particular 
type except that it persists without much inter- 
mission and may become steadily worse. The patient 
describes it as something deep in and is usually at a 
loss to describe it further. The pain occurs in about 
70 per cent. of cases, so that if it is found in a man 
over the age of thirty-five with other lung symptoms 
such as cough and slight hemoptysis of recent onset, 
it is strong presumptive evidence of a bronchial 
carcinoma. The only physical sign may be diminished 
breath sounds over the affected area. Secondary 
malignant deposits in the lung, as opposed to the 
mediastinum, characteristically give rise to no 
symptoms or signs. 

I would conclude by emphasising the importance 
of radiography of the chest or spine in any patient 
with a pain in the chest which persists for two or 
three weeks or more, and in whom the diagnosis is 
not clear. Very often, in this way, a vague pain, 
particularly in the upper part of the thorax, is found 
to be the only evidence of some underlying disease, 
the early diagnosis and treatment of which leads to 
the prevention of much disability. 


DIETETICS IN EVERYDAY PRACTICE 
(Pror. Stuart J. COWELL) 


I propose this afternoon to talk about the applica- 
tion of some of the principles of nutrition to problems 
met with in medical practice concerning dietary 
advice to normal as well as diseased people. I 
think it will help us if we have always at the back of 
our minds, when we are giving dietetic advice, the 
ideal of trying to secure an optimum state of nutrition 
for the individuals consulting us, who should thus be 
helped to put up the best possible fight against his 
disease or disorder. No matter what the purpose 
for which our dietary suggestions are made, we shall 
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find it useful to recognise that special diets are almost 
always comparatively simple modifications of a 
“good” normal diet. All the essential constituents 
of a “ good ” normal diet must be included in adequate 
amounts in every diet which is to be taken for longer 
than a few days. In the case of infants, the with- 
holding of essential constituents for even a day or 
two may prejudice the course of a disease. 

At the outset, then, it will be well to give some 
indication of what is meant by a “ good” diet. We 
have no time to discuss separately the parts played in 
nutrition by the numerous food constituents which 
are known to be essential, but it is axiomatic that 
these must be represented adequately in every 
“good”’ diet. We know that besides protein, 
carbohydrate, and fat, a great many mineral elements 
and organic compounds belonging to the group of 
vitamins are contained in many of our foods, and some 
of these have to be supplied in quantities greater 
than mere traces if perfect nutrition is to be secured. 
These organic and inorganic constituents are likely 
to be present in considerably larger amounts in some 
of our common foods than in others, and foods which 
do contain them in reasonably large amounts are often 
called protective foods. The most important of 
these are dairy produce (especially milk and cheese), 
fresh vegetables (especially green leafy vegetables 
and salads), fresh fruit, eggs, and we might include 
fat fish and certain glandular organs such as liver. 
The required “protection” will not necessarily 
be secured by using one kind of protective food ; as 
far as possible some member of each group should be 
regularly included. Typical “‘ non-protective ” foods 
are: most cereals, in the form in which they are 
usually consumed; sugar; jam; and margarine 
which has not been fortified by the addition of 
vitamins. In building up any diet we ought to 
ensure that the protective foods are well represented ; 
the remainder of the diet can then be made up in 
accordance with the particular requirements we have 
in mind. The regular inclusion in the diet of these 
protective foods should ensure a sufficient supply 
of the essential food constituents with the exception 
that vitamin D—the calcifying vitamin—will probably 
not be present in adequate amounts for infants, young 
children, and pregnant women. 

I would like to stress the value of.the advice you 
may give regarding the feeding of infants and children. 
For the first few years of life the bulk of their diet 
should consist of protective foods; the regular 
taking of cod-liver oil or some reliable substitute 
containing vitamin D should be regarded, not as a 
stunt, but as a means of ensuring the perfect develop- 
ment of the skeleton—the teeth as well as the bones. 
Large supplies of calcium are required during the 
whole period of growth for this same purpose, and this 
is of course one of the reasons for recommending the 
liberal consumption of milk. During active growth 
there should be an ample supply of all the essential 
food constituents, for if the perfect nutrition of 
developing tissues is not secured at this stage, 
permanent defects may result which may predispose 
to disease in later life. 

Equalling in importance the proper nutrition 
of the child is the nutrition of women during pregnancy 
and lactation. Advice about suitable diets at these 
times is not primarily a matter of quantity; the 
food requirements are not appreciably increased 
during pregnancy, though they are increased during 
successful lactation. Our policy should be to ensure 
that the mother gets a liberal supply of the special 
materials which are necessary for elaborating the 
developing tissues of her offspring and her own body 
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without having to deplete her own stores to supply any 
deficiencies. Certain materials are particularly likely 
to be lacking in the diet at these times—for instance, 
calcium, iron, vitamin D, possibly vitamin A and 
some of the vitamin B factors, and in some districts 
iodine. There is some evidence that calcium deficiency 
plays a part in initiating some of the toxemias of 
pregnancy, and it is known that it is of importance 
both to the mother and to the child that positive 
calcium balances should be maintained as far as 
possible during pregnancy and lactation. The plenti- 
ful supply of milk is one of the easiest ways of ensuring 
an adequate calcium intake. 

Much attention has lately been paid to iron 
deficiency as a cause of anemia during the reproductive 
period of women’s lives. It has recently been shown 
by McCance that the hemoglobin values of apparently 
healthy non-pregnant women, which are usually 
accepted as being distinctly lower than those of healthy 
men, can be raised to the values of normal men by 
iron medication. This suggests that the menstrual 
losses of women are commonly not quite balanced by 
the iron supply of their usual diets. When the iron 
stores of the body are further depleted by the losses 
of blood occasioned by repeated child-bearing, severe 
grades of anzmia of the so-called nutritional type may 
appear—and not only in women subsisting at a low 
economic level. The treatment of this type of anzmia 
is more effectively carried out by iron medication than 
by dietary adjustment. But the prophylactic use of 
foods rich in iron is to be borne in mind. 


So far we have been concerned mainly with prophy- | 


lactic dietetics; and I am convinced that the pro- 
fession accomplish really useful work by encouraging 
those with whom they come into contact to secure 
by proper feeding a good state of nutrition. Passing 
now to therapeutic dietetics, we approach a vast 
field which it is impossible to survey in detail now. 
I shall say nothing about the treatment of such dis- 
orders as diabetes and obesity, in which dieting can 
play a predominant réle, except to suggest that, 
since to obtain the best results it is often necessary 
to construct rigid diets, a knowledge of the methods of 
prescribing food should be as much a part of our 
medical education as that of prescribing drugs. And 
while we are talking of drugs we may remind ourselves 
that there is no hard and fast line to be drawn in 
these days between diet therapy and drug therapy. 
When we treat scurvy with synthetic ascorbic acid, 
rickets with crystalline vitamin D, or pernicious 
anemia by injecting potent liver extracts we are 
making use of drugs, though at the same time we are 
supplying food constituents which restore a normal 
state of nutrition when included in the diet in their 
natural condition. 

In these days of widespread commercial advertising 
we might be tempted to imagine that it was up to us 
to prescribe many of the essential food constituents 
from a bottle. As a rule this will not be necessary 
or advisable ; nevertheless, it is often of the greatest 
value to have concentrated preparations of such food 
constituents as the vitamins available. Semetimes, 
as in celiac disease, natural sources of vitamins A and 
D are not well tolerated, because of their fat content. 
In certain cases of chronic disease of the alimentary 
tract definite symptoms of deficiency diseases may 
appear in spite of the consumption of a normal diet, 
and here the supply of the appropriate food con- 
stituents in concentrated form may prove invaluable. 

There are a number of other conditions met with 
in everyday practice in which an appreciation of the 
principles of nutrition may prove of service, for 
example, gastro-intestinal and hepatic diseases, the 


various types of nephritis, and allergic disorders. 
Many of the fundamental conceptions on which were 
based the traditional methods of dietotherapy for 
such conditions still remain unchallenged. But 
the newer knowledge of nutrition is bringing about this 
important change in our attitude. In making up a 
dietary for the treatment of any such conditions, it is 
not enough to prohibit the use of supposedly offending 
articles of diet—on account, for example, of their 
indigestibility, their high protein, fat, or carbohydrate 
content, their bulkiness, their acidity, and so on. 
We should see to it that the permitted articles of 
diet contain a sufficient supply of all essential food 
constituents, paying particular attention to those 
which are likely to be deficient—protein of good 
quality, calcium, iron, fat-soluble vitamins, anti- 
scorbutic vitamin, and soon. We must bear in mind, 
when we are suggesting diets which are to be used for 
any length of time, that it is possible to do positive 
harm by omitting sufficient supplies of essential food 
elements, thus lowering the general state of nutrition 
of our patients and preventing their recuperative 
forces from coming effectively into action. 





THE SEDIMENTATION-RATE 
(Dr. MontTaGuE MalIzets) 


THE sedimentation test depends on the fact that 
the cells of citrated blood settle more quickly when 
some destructive process is present in the body. : It 
is not specific but depends on the extent and activity 
of the lesion. 

In freshly drawn blood the red cells are separate, 
but very quickly they form rouleaux, even in the 
presence of an anticoagulant. This is a surface 
effect mainly due to the presence of fibrinogen (not 
fibrin, since the blood is uncoagulated). Now accord- 
ing to Stokes’s law, if in a given system the physical 
properties of particles and of the fluid in which they 
are suspended remain constant, the sedimentation- 
rate of the particles varies directly with their size. 
Hence the red cells of the blood of infected patients, 
which form larger rouleaux than normal, will sedi- 
ment more rapidly. 

Technique.—Various techniques are employed, and 
the following in one of its several modifications is 
widely used. Four parts of blood are diluted with 
one part of sodium citrate (3-8 per cent.) and placed 
in a tube 100 mm. long. After one hour the height 
of the clear plasma column above the settled cells 
is measured in millimetres, and this is called the 
sedimentation-rate. 0-2 c.cm. citrate may be drawn 
into a 1 c.cm. syringe and 0-8 c.cm. blood taken from 
a vein. Or 0-1 ¢.cm. citrate may be placed in a 
1 c.cm. pipette and blood drawn from the ear allowed 
to run by capillarity to the 0-5 mark. The first of 
these "methods is very accurate, but has the dis- 
advantage that one has to puncture a vein, which 
may be undesirable—at least in children. The 
second method is also accurate, but as citrate and 
blood do not easily mix in the narrow pipette, clotting 
sometimes takes place. 

I find the following simplified method sufficiently 
accurate for clinical purposes. 


A Widal tube (2 in. by } in.) is taken, 0-1 c.cm. water 
is placed in it and a mark made with a file. Then another 
0-4 c.cm. is added and a second mark made at the 0-5 c.cm. 
level. The collecting vessel is now calibrated. It is 


washed out with citrate, all but 0-1 c.cm. of which is 
removed. Gentle friction is applied to the lobe of the 
ear to render it hyperemic; it is cleaned with ether and 
punctured deeply with a Hagedorn needle. 
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should flow rapidly into the vessel up to the 0-5 c.cm. mark. 
For very accurate work, pressure is undesirable, but for 
clinical purposes gentle pressure may be used if unavoid- 
able, and is best applied by enclosing the base of the 
ear lobe in a diamond-shape space between two fore-: 
fingers and thumbs and “ milking’’ gently towards the 
puncture. If the collection is slow and the ear is mauled 
partial clotting is likely to occur, and for this and other 
reasons the result will be quite inaccurate. 

The blood and citrate are now well mixed and allowed 
to stand for ten minutes. Then the collecting vessel and 
sedimentation tube are both held horizontally; the 
blood collects at the open end of the vessel, and on being 
touched with the end of the sedimentation tube runs into 
the latter by capillarity. When it has reached the 100 mm. 
mark, a finger is placed on the other end of the tube 
which is then set upright in plasticene. The sedimenta- 
tion tube should be about. 140 mm. long with an ink 
mark placed 100 mm. from one end. Its internal bore 
should be between 2-5 and 3 mm., and not less 
than 2-5 mm. 


Interpretation.—The normal sedimentation-rate 
(S.R.) in one hour for males is 4 mm. and females 
6mm. Values over 12 are abnormal. Menstruation 
causes variations in either direction ; it is best to 
avoid tests at these times. Pregnancy shows an 
increased rate, values over 20 being common after 
the fourth month. 

In anemia there is some increase of S.R. This is 
governed by the number of cells, their size, and their 
hemoglobin content. Various corrections are avail- 
able, derived from the absolute volume of red cells 
when completely packed, but perhaps it is simplest 
to state that if the hemoglobin is more than 70 per 
cent. or the cell count more than 4,000,000 then 
normal standards may be applied. 

8.R. finds its most important application in 
tuberculosis. It is a more sensitive index than the 
temperature. An initial 8.R. gives some indication as to 
prognosis, but many exceptions will be met. Changes 
in §.R. are of more importance because they are an 
accurate index of changes in the patient’s state and of 
the effects of treatment. Thus it is said that patients 
after sanatorium treatment having a S8.R. of more 
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than 10 are not likely to do well. Finally, while a 
raised 8.R. in a case of suspected early tuberculosis 
lends much support to the diagnosis, it must be 
recognised that not infrequently early cases may 
show a normal §.R. ; 

In anthracosis and emphysema S.R. is normal. In 
simple chronic bronchitis it is normal or slightly raised ; 
figures of 20 or more would suggest tuberculosis. 
Similarly a high S.R. might help to distinguish 
between inflammatory exudate and hydrothorax. In 
acute rheumatism the S.R. is usually above 20, and 
so long as it remains raised the disease is active 
even though the physical signs have become normal. 
In rheumatoid arthritis very high figures—40 or more 
are found. The raised S8.R. may persist after the 
arthritis has subsided and is an important indication 
that the disease is still active. In coronary thrombosis 
the §.R. rises on the second or third day, and this 
may help to confirm the diagnosis in prolonged and 
severe epigastric or precordial pain. In appendicitis 
the S.R. is usually raised on the third day, but not 
till the diagnosis is already quite obvious ; it should 
not be considered a factor in diagnosis. S.R. is 
raised in acute salpingitis, and it is said that this 
might help to distinguish the condition from tubal 
gestation. 

In most acute infections (pneumonia, &c.) a great 
rise in 8.R. soon occurs, but in typhoid the rise is 
often only slight for the first fortnight (less than 20). 
A relatively low 8.R. might thus help to distinguish 
typhoid from infective endocarditis. In uncompli- 
cated influenza 8.R. is low—under 20 and often 
under 10. In malignant disease the S.R. is normal 
unless the condition is very advanced or ulceration 
has occurred. 

Finally, the 8.R. may be of value in the type of 
case where a patient has been rather unwell for some 
time and has a temperature in the neighbourhood 
of 99°. Here a raised S8.R. is a special indication for 
close investigation ; it is possible that some cryptic 
infection like perinephric abscess, endocarditis, or 
early phthisis may come to light. 


OPENING OF THE MEDICAL SCHOOLS 


We publish this week extracts from two further 
addresses delivered to students at the opening of 
medical schools. Lord Dawson spoke at Guy’s Hos- 
pital on Monday last, and Dr. Dain at the University 
of Durham college of medicine on Oct. 8th. 





THE DOCTOR AND HIS HORIZON 
By Viscount Dawson or PeEwy, P.C., P.R.C.P. 


In the time at our disposal I can only put before 
you certain reflections which fall within, but cannot 
embrace, the title of my address. Surely there is no 
profession which takes so big a toll of all the attri- 
butes of a man, and that at one and the same time. 
Body, mind, and spirit are often in full and simul- 
taneous exercise. I am to talk of the doctor and 
his horizon. 

First, the doctor himself. The body: this should 
be strong, resilient, apt to endure. To be confident 
and cheerful under stress, to judge well and act 
strongly demand a body that does not tire. If you 
are weary and feel abdominally you cannot think 
imperially, or even hopefully. The medical student 
should himself stand forth as an example of what 
the body should be, and I am inclined to agree with 
those who regard physical education amongst students 


as an obligation. This is the more important now 
that public opinion is beginning to awaken to the 
fact that all is not well with the physique of the 
nation, and that systematic cultivation of the body 
is as much a matter of national concern as is education 
of the mind. Personal benefits apart, students would 
learn by the avenue of experience the study of move- 
ment and poise and the basis of treatment by 
physical exercises and by manipulation, branches of 
therapeutics sadly in need of intelligent development. 

Here it is appropriate to correct a certain confusion 
between, on the one hand, physical education, and, 
on the other, sport and physical recreation. In 
physical education, movements are designed to 
educate the body in structure and function. It 
belongs to school hours, has its allotted place in the 
curriculum, and is directed by the teacher. If educa- 
tion is needed to get the best out of a girl’s or boy’s 
mind, it is unreasonable to expect that it is not 
equally needed to make the best of her or his body. 
On the other hand, sports and physical recreation 
belong to our leisure. Here stands forth the joy of 
effort in playing the game, and, with these, the 
“team spirit,” self-control, and leadership. Physical 
education and physical recreation are complementary, 
and, though distinct in purpose, can overlap. Thus 
physical education makes use of the game, even in 
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school hours, wherever it is possible to do so. At 
the same time, proficiency in games often exists 
with defects of frame or function. A young man or 
woman may be excellent at games and yet possess 
defects of structure of body boding ill for his or her 
future fitness. These physical education would 
prevent. In fact we need to combine physical educa- 
tion and physical recreation. Niels Bukh, a Dane, 
a pioneer of physical culture in Scandinavia, used 
education by fundamental gymnastics as a basis, 
and athletics, games, and folk-dancing as a means 
of its expression. 

This problem of rearing a fit race transcends in 
importance all our domestic questions. We forget 
that formerly Nature, by the rough method of high 
death-rate, eliminated a large proportion of weaklings 
in the community. To-day, in virtue of increasing 
medical knowledge and a quickened social conscience, 
we have cut down the death-rates, thereby enabling 
to survive increasing numbers, not only of the good 
stock, but also of the bad stock, and the latter is a 
dead weight on the community, and when it propa- 
gates does damage to succeeding generations. No 
policy which aims at raising the national physique 
can succeed which does not take cognisance of these 
facts. 

I pass now to education of the mind. A sound 
knowledge of biology, physics, and chemistry is an 
essential foundation; without that foundation the 
study of medicine is as a house built upon the sand. 
For these we must depend on the school at 16 to 17 


years of age. I can look back and recall how much, 


I have been helped in my career by the fact that I 
took a science degree in chemistry, physics, and 
physiology, and was once a teacher in these subjects. 
I remember, in my youth, the thrill of interest when 
Emil Fischer synthesised sugar, and again when the 
molecular relatives of urea and uric acid were evolved 
one by one. To-day a valuable group of drugs 
which bring us soothing and sleep have been built 
up on urea. And, in your day, is it not safe to 
prophesy that the exact structure of the protein 
molecule will come to light, and perhaps protein will 
be synthesised ? Then what changes may unfold ! 
Man, unable like the lupin plant to pick up nitrogen 
from the air, needs protein as his source of nitrogen, 
and therefore has resort to flesh food. If proteins 
can be turned out by chemical factories, how the 
vegetarians should rejoice, though for ordinary 
mortals we may expect the palate to continue to 
hold its beneficent sway. 

Viewing the teaching in our medical schools, it is 
agreed that the branches of medical science are now 
so many that attempts to comprise them all within 
the curriculum must cease, and that those subjects 
within the curriculum must be rationed in their 
scope if the student’s mind is not to be overcharged 
with uncorrelated facts so as to produce not intelli- 
gence but mental dyspepsia. In the past, anatomy 
illustrated the vice of mere memorisation, but to-day 
its teaching is more selective, and, with the aid of 
radiology, slow-motion films, and illustrations from 
orthopedic surgery, has become more alive. 

Should not the chief object of teaching be the 
training of the student’s mind how to learn, how to 
think, and the objects of examinations to discover 
not so much the quantity but rather the quality of 
knowledge, not so much what the student knows, 
but how he knows? I would give more marks for a 
wrong diagnosis well reasoned than for a right diag- 
nosis jll reasoned. The former denotes immature 
judgment, the latter indicates an ill-trained mind. 
And will it not come about that for a good proportion 


of students the qualifying examination will be but a 
stage in their course, and that one or two further 
years will be devoted to original investigation or 
extended study, and that a higher qualification will 
be granted on the record of such work without the 
obligation to pass a regimented examination ? 

In clinical teaching I would plead that disease be 
not presented in stereotyped pattern; that is the 
réle of the text-book. Bedside teaching offers good 
scope for the Socratic method, in which the Guy’s 
School has excelled. For myself, no part of my 
work afforded me more satisfaction and instruction 
than Tuesday mornings in the wards, often prolonged 
till. the dinner, and sister’s appealing look, caused a 
retreat. 

In sickness does not every man claim to be ill in 
his own way? There man’s fundamental indi- 
vidualism is unfolded. Thus it is that when a 
student begins his work in the wards, he enters a 
new world. Prior to that event his studies have been 
objective, the data constant; but now he is up 
against personality, with its infinite variations result- 
ing from heredity and environment, and, maybe, 
cross-currents of thought and anxiety. And though 
the student will investigate the morbid process by 
every means at his command, he will do so in relation 
to his patient; and the power to project himself 
into the mind of another is only to be acquired by 
the constant cultivation of a sympathetic under- 
standing. And, be it remembered, illness is less 
standardised now than it used to be, and for the 
reason that, speaking generally, the processes of 
disease are less violent and more slow in their inci- 
dence; and, on the other hand, the complexity, 
even the perplexity of the life of to-day make the 
reactions of the patient more active, and therefore 
the picture of illness more variable. And so it is 
that in many illnesses and distempers (to use an 
expressive word), unravelling of the problem is the 
pressing need, and in comprehensive diagnosis lies 
the best treatment. 

The doctor is concerned on the one hand with 
knowledge as such, and on the other with the applica- 
tion of that knowledge to human needs. In both 
directions his horizon is widening. Though we are 
at times faced with diseases we are (alas) powerless 
to cure, there is never an occasion when we cannot 
bring help and solace. 

Yet a longer view will show substantial and 
continuing progress in knowledge. I have only to 
mention typhoid, tuberculosis, diabetes, rickets, rheu- 
matic fever, gout, and the anzmias in illustration ; 
and surgery—less limited to the removal of some- 
thing—is entering the realm of constructive work 
conceived in the light of function. Indeed the signs 
are plain that your era will be fertile, and that the 
scattered flowers of new knowledge will be gathered 
by you inte well-ordered gardens. 

With the science of your daily work never standing 
still, you need to keep the open, but equally avoid 
the plausible, mind, to beware of that running after 
the mere wondrous which ever and again leads the 
public astray, to worship one false god after another, 
dethroning old ones only to set up new ones in quaint 
succession. Medical societies and journals are the real 
instruments.of progress. There new ideas are brought 
to light and judgment, there you learn the habit of 
the receptive mind, there to express your thoughts 
clearly. A doctor is a student till death, or shall I 
say, when he ceases to be a student he dies. 

Nothing is widening our horizon more than the 
development of preventive medicine. We are now 
concerned with the constructive health of those who 
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are up and doing—children in the schools, workmen 
in the factories. It follows, therefore, that the work 
of doctors will expand in the sense of being educa- 
tional, and this larger work of healing through teach- 
ing will require accommodation just as education 
requires schools. Likewise doctors must, in the 
interest of the community, take a more responsible 
part in plans for building up a healthy race. Let me 
urge you to think, realise, and convince others that 
our present piecemeal social policy, though well- 
intentioned, is unreasoned, that falling death-rates 
are only good in proportion as they denote the pre- 
servation of lives which are healthy enough to live 
and enjoy life, and effective enough to be workers 
and sound parents. We have rendered nugatory 
Nature’s method of securing quality, and have thought 
out nothing adequate in its stead. In our duty and 
desire to help the unfortunate and afflicted, we are 
being tragically unkind to the next generation which 
will carry the burden resulting from our neglect of 
biological law. These are matters which the medical 
profession should bring home to the nation. 

And may I, in conclusion, address the freshmen ? 
I like to think of you as my junior colleagues. You 
have chosen a very great profession. Its work is 
hard, its claims call for discipline and a readiness 
to spurn delight, but you are in the ranks of advancing 
knowledge, and you will live more’ fully, not lapse 
into slumber, with the passing of the years. Along 
your road will be joy and sorrow, pathos and humour, 
nobility and frailty ; all these will have your under- 
standing and your helpfulness. To you will belong 
the larger vision, and with it an increasing love of 
your brother man. Be thinkers and doers; keep 
wide your interests, preserve your playtime, tread 
your path with confident and joyful step, and may 
God speed your great adventure ! 


GENERAL MEDICAL PRACTICE 
By H. Guy Dar, M.B. 


GENERAL medical practice as we know it has not 
had a long history in this country; we to-day are 
evolved from our ancestors the apothecaries on the 
one hand and barber surgeons on the other. Our 
apothecary ancestry is shown in the fact that in 
England the family doctor still dispenses medicines 
for most of his patients, as he did in the days of Mr. 
Pickwick ; by the process of evolution he does not 
dispense for insured persons. 

I can remember the time when most doctoring of 
so-called minor ailments was done by the old lady 
of the family who knew about herbs and potions, 
and dealt them out as required, and a proper doctor 
was only called in when something obviously serious 
was in hand. To have the doctor meant that you 
were seriously ill and no one expected that a doctor 
should be at hand for every ailment. To-day this 
is all changed; the doctor has become recognised 
as an essential part of the social service, which ought 
to be available for everybody, and the public calls 
for his help on all occasions. The attitude of the 
public to medical examination and treatment has also 
changed. Forty years ago it was a matter of great 
difficulty to persuade a case (say) of acute appendi- 
citis to have an operation. To-day, no matter what 
is the complaint, the query is, Can’t it be operated 
on? and the doctor is more busily employed keeping 
his patients off the operating table. At that date a 
female patient expected you to be able to make all 
necessary examinations of the chest through an 
aperture in the clothing that would hardly take the 
end of the stethoscope. To-day it is quite different. 
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I do not quite go back to the day when the doctor’s 
only instrument of precision was a gold-headed cane, 
still I started practice in the top-hat and frock-coat 
age. Changes in knowledge and outlook are even 
more remarkable. The mystery and mysticism of 
doctoring are steadily diminishing and instead of the 
doctor’s skill and knowledge being considered out- 
side the comprehension of the ordinary patient and 
his friends, to be accepted without question, many 
of them expect to discuss their maladies with con- 
siderable, more or less accurate, knowledge of causes, 
of germs, and of vitamins. This is good for both 
parties, for it has brought the doctor down from 
his perch, and has increased his opportunities of getting 
the coéperation of the patient in carrying out his 
suggestions. If there is a fault to be guarded against, 
it is the tendency of both doctor and patient to 
expect everything from the machine and for the 
doctor not to cultivate fully his powers of observation 
and touch or to give proper weight to the history. 
A patient of mine, advised -to seek a second opinion, 
asked if he could not be sent to a hospital (named) 
where there was more up-to-date equipment. Just 
now X rays are expected to discover and cure every- 
thing. There was a time when the family doctor 
performed operations and other services that to-day, 
with the progress of specialist and specialties, it 
would not be at all in the best interests of the patient 
that he should carry out. And as this process of 
specialisation must continue—it is not peculiar to 
medicine, we see it in all walks of life—the field of 
the family doctor must become still more altered. 
There is a tendency, still more marked in other 
countries, to cut out the general practitioner. Every- 
body specialises, and the patient finds his way to the 
specialist whose services he thinks he requires, 
choosing for himself the professor of internal medicine, 
of orthopedics, of eye, ear, or nose disease, according 
to his own diagnosis of the cause of his ill-health. 
Here we believe that it is greatly in the patient’s 
interest that our method should prevail, that the 
patient should have at his call a doctor who can 
advise and help him on all occasions and will be 
able to direct him when he requires more expert 
assistance and where he should go to get it. 

In the past most doctors worked single-handed 
with little or no contact with their neighbours or 
with other doctors. Now contacts are frequent, 
neighbours meet and discuss cases and affairs, and 
consultations constantly happen. More doctors work 
in partnership and in small centres a team of three 
or four, each of whom devotes himself to a particular 
subject as well as doing his own general work, enables 
them to provide a service of high standard. You 
may think that with medicine progressing and 
disease continually diminishing fewer doctors will 
be required, but the outlook, both of the profession 
and of the public, is steadily turning from the treat- 
ment of disease to the preservation of health. 
Medical study will be more directed to the main- 
tenance of health so that when students qualify 
they will be at least equally able to advise on 
questions of health as on the diagnosis and treatment 
of disease. Advice on feeding and nutrition, on exer- 
cise and rest, on suitability of occupation, will provide 
doctors with a wonderful field of work and help in the 
process of diminishing disease and the proportion of C.3 
in the population. The time of the doctor in general 
practice is more and more being taken up in educating 
the individual in health matters; another step in 
the same direction and arising out of the work of the 
school medical service is the appreciation of the 
value of regular periodic medical examination in the 
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detection of the beginnings of disease and deformities. 
A number of American life offices offer their clients 
free periodic examinations and find that it pays by 
prolonging life and delaying claims. 

The development of the motor-car has brought 
great changes into general practice. Whereas in the 
past in towns patients passed to other doctors when 
moving only a short distance, to-day with the tele- 
phone and a motor-car the doctor is within easy call 
when several miles away. Distant villages are 
brought nearer and the country doctor is able to 
increase his area of activity; at the same time the 
town doctor is able to practise further out into the 
country. The process is inevitable, and provides 
the greater choice of doctor which we all regard as a 
good thing. The feeling that he can change is an 
important factor in the confidence that a patient 
must have if he is to get the best help from his doctor. 
This is a cardinal principle and is provided for in the 
national health insurance service. 

A practitioner must possess or acquire a number of 
qualities that rank high in the development of 
character ; general practice is a job that must do 
him good whatever it does for his patients. First 
in order of qualities of a really good doctor I should 
place an interest in people as people and not as 
patients; if that interest in people and their 
behaviours is a kindly interest so much the better 
for both doctor and patient. If the doctor is more 
interested in the disease than the person, then he 
may be more usefully employed as a specialist to 
see the problem as a disease in a person while thé 
general practitioner sees the person with the disease. 
Other qualities required in general practice are the 
knowledge and skill that increase steadily as the years 
go by; and if his knowledge on particular subjects 
is not so complete or so profound, yet it must be so 
wide that it covers the whole ground and is able to 
recognise its own limitations and the need for taking 
a second opinion. To stand still is impossible and 
even in busy practice time must be found to read 
medical papers and books and by conversation and in 
other ways to know what progress is taking place. 
Opportunity for regular post-graduate instruction 
is provided at the British Postgraduate Medical 
School at Hammersmith. Given the knowledge and 
skill, the application of these will provide the doctor 
with the need to exercise and develop his judgment, 
sympathy, and understanding. His judgment is 
required in making decisions which he is called upon 
to make at all hours of the day and night and upon 
which the life of a person may depend. Sometimes 
the decision must be prompt; a decision to put 
off deciding may be the most important of all. 
Judgment is required in stating the position to 
the patient ; how much or how little it is wise to say 
to the patient or the friends, estimating their know- 
ledge or ignorance and their reaction to whatever he 
will say. 

In dealing with the patient there are a number of 
practical points. First there is only one patient in 
the world—the one in front of you. I heard this 
once stated graphically by an Edinburgh surgeon in 
an address to newly qualified men: “ Always 
remember that the pimple on the end of ma nose is 
of mair importance to me than a strangulated hernia 
in ma neighbour.” Next comes sufficient examina- 
tion. To take careful note of the history which you 
get from the patient is important, but it is still more 
important not to make any decision without proper 
examination. More mistakes are made in practice 
from omitting necessary examination than from 


any other reason. A consulting physician told 
me that every year in cases referred to him for 
backache there is carcinoma within easy reach of a 
finger in the rectum. You have concentrated on 
your case and you have examined the patient, now 
what are you going to do about it? The patient 
expects, always expects, that something will be 
done, something definite to help the cure. When 
you are in doubt your statement to the patient 
requires care. To say you don’t know simply invites 
the patient to consult someone else; I remember 
losing a patient by saying that I had never seen a 
case quite like it before, although the nature of 
the condition and the treatment were as obvious to 
me as to anyone else. Patients are in the main very 
ignorant of the processes of their bodies and are full 
of fears when the processes are disturbed. A quick 
appreciation of a fear which has not been admitted 
often enables you to help a person enormously by an 
apparently casual statement. To-day the most 
prevailing fear in the middle-aged, especially in 
women, is that of cancer; a statement that there is 
no evidence of this has a wonderful curative effect. 
One of the advances of recent times is the apprecia- 
tion of the extent to which physical functions are 
disordered by emotional causes. The completely 
inhibiting effect on the digestive functions of a shock 
or severe disappointment is a common experience 
and in these days of speed and machinery more and 
more trouble starts in the nerve centres. Sufficient 
psychology should be taught in all medical schools 
to enable the man starting in practice to appreciate 
these effects, not leaving him to discover them by 
experience. 


How does the patient regard the doctor? A cynic 
has said that the doctor appears as an angel to the 
person in pain or distress, as a god when he has 
effected a cure, and as the devil when he sends in 
his bill. And if there is a modicum of truth in this, 
then evidently the patient’s regard is liable to undergo 
wide changes. The doctor should be able to give the 
patient to understand that he is expected to be frank 
and honest with the doctor, to carry out his orders 
loyally, and to assist in his own cure. The relation- 
ship is often a delightful one; if there were no fees 
it would be even better. One of the charms of panel 
practice is the fact that the ability of the patient to 
pay for a service does not enter into consideration. 


‘It is a testimony to the proper relationship that 


the insured person who can call for his doctor whenever 
he feels it necessary without any fee does not abuse 
the position. 

Let me conclude with setting out in a few words the 
advantages and disadvantages of general medical 
practice as a livelihood. 

To take disadvantages first. You are on duty for 
24 hours in the day; not at work all that time, but 
liable to be called. You may have to get up and go 
out at night, perhaps be out several hours, and then 
work next day ; as a matter of experience the amount 
of night work has diminished much in my time. 
There are several causes for this, the falling birth-rate, 
more midwifery in hospital, less fear of illness, are 
among the most important. Irregular hours and 
irregular meals are part of the picture. Irregularity 
of work is not so bad; personally I hate regular 
office hours, but irregular meals affect the domestic: 
economy. The doctor’s wife is waked when he goes 
out at night and has to be prepared to tell another 
caller where he has gone. Meals have to be kept hot, 
and when he has promised to take her out an urgent 
call disappoints at the last moment. All these 
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are at their worst in a single-handed practice and are 
much mitigated in a partnership where off duty 
days and holidays can be arranged. But compared 
with 30 or 40 years ago there is a much better spirit 
between doctors practising in competition ; they will 
give one another a hand and see patients in emergency 
without charging, and without keeping the patient 
for themselves. 

Then the advantages. 





Responsibility is the salt 


of life, and a doctor in general practice gets plenty of 
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it. There is no monotony in the job; no two cases 
and no two people are the same. 

In these days of mechanised labour and repetitive 
processes one cannot be too thankful for variety in 
occupation. And there is the privileged social 
position. The doctor shares with the parson the 
ability to meet any of his patients on equal terms. 
He can take tea in a palace or in a cottage without 
any feeling of social discomfort. I often wonder if we 
properly value this position. 


~ GRAINS AND SCRUPLES 
Under this ending eppéar week by week the unfettered thoughts of doctors in 


various occupations. Hach contributor is responsible for the section for a month ; 
his name can be seen later in the half-yearly index. 


FROM A DEPARTMENTAL DOCTOR 
III 


“THe days,” says Mr. Masefield, “‘ that make us 
happy make us wise,” and whether or not that is 
strictly true, it is always amusing to lean back for 
a few minutes, allowing memory to make its choice, 
and to consider the days or moments that it presents 
for inspection as having been life’s particular prizes. 
It may, indeed, be more than merely amusing, for 
they have generally been periods of intense living, 
and therefore valuable samples to study, from more 
than one point of view. It is, of course, dangerous 
to generalise on such a topic. But it will seldom 
be found, probably, that they were days of any 
personal or professional triumph ; or that they were 
days planned for in advance. Generally, it would 
seem, they were accidental—days of some fortuitous 
blending of happinesses, unexpected moments blessed 
with a peculiar realisation of physical and spiritual 
grace. Indeed, to be quite honest, their grace, at 
a first examination, may seem to have been 
predominantly physical. 

* 


Such, at any rate, was the testimony of a group 
of men gathered round a dinner-table, a few years 
ago, when the question was raised in an atmosphere 
reasonably conducive to frankness. The company 
included, amongst others, a couple of novelists, a play- 
wright, the head masters of a preparatory and a public 
school, the secretary of a learned institution, a librarian, 
a doctor, and one or two civil servants. Some of them 
were under 30, some over 40, some single and some 
married, most of them travelled, and a good many 
of them had seen active service in the war. Each 
was asked to describe his happiest moment, or the 
range of experience in which his happiest moments 
had occurred; and all of them were sufficiently 
known and unknown to each other to have had no 
hesitation on the grounds of convention. If the 
moments had occurred in a bar or the arms of a 
mistress there would have been no reason for not 
saying so. But the experiences revealed were not 
of this order; and, considering the diversity of 
interests represented, they were curiously similar 
in their essentials. Several were associated with 
mountain climbing, the smoking of a pipe in the lee 
of some Swiss or Pyrenean summit ; others enshrined 
the heather beside some Scottish river, with the sun 
just dropped behind some Sutherland range and the 
gleam of a salmon in the dusk waiting to be carried 
to the car half a mile away. Another envisaged again 
the bliss of a hot bath after an exceptionally hard- 
fought game of Rugger, with a cigarette between the 
lips and tea and toast in immediate prospect; and 


yet another conjured up a seat under a café awning, 
after a long Mediterranean bathe, with the cosmo- 
politan crowd sauntering and resauntering along the 
noonday boulevard. 

* od * 

In this particular group, therefore, the happiest 
moments of life, as spontaneously restored by memory, 
had a very definite and, at first sight, almost pre- 
dominantly physical component. None of them 
celebrated, as they might have done, in view of the 
guests who were present, a successful first night, the 
news of a second edition or an important promotion. 
None of them recorded any merely intellectual 
rapture ; and it seems probable that a wider inquiry 
would produce very similar results. But a closer 
inspection of these, and perhaps of the happiest 
moments of most of us, does reveal another factor. 
There has been recent muscular activity. But, at 
the actual noment, this is in suspense. The body 
is satisfied, fit, and at peace ; and there has been some 
memorable conjunction of weather and scene to lend 
the moment its accolade. They have in fact been 
moments, in the last analysis, when some other 
element in us has been peculiarly at liberty—has 
found the body a throne in which it could lounge at 
ease and survey the universe, as it were, from outside. 
On these rare occasions, this looker-on—this enjoyer 
in ourselves—has been able to sip the honey of time 
and material beauty as something that was itself 
merely a part of these, or wholly contained by them, 
could surely never have done. 

* . ~ 


But that is to trespass upon the estates of the 
philosopher, priest, and poet; and no doubt there 
are psychologists and chemists ready to explain the 
sensation in terms of self-flattery or brain-juice. So 
for the mere doctor it is perhaps better to concentrate 
on the physical aspect—to reflect that people’s 
happiest moments seem to descend upon them in 
the wake of activity by bodies more than ordinarily 
fit. If, in our professional réles, we have managed 
to pave the way for any of them, we ought to feel 
reasonably content. Perhaps our bottles will be 
blessed after all. Yes, even our bottles. For though, 
as it would now appear, they are more deeply under 
suspicion than ever—our expectorants seldom reach- 
ing the recesses of the lungs (we always wondered a 
little how they managed to find their way) and our 
doses of iron and calcium and what not demonstrably 
inadequate by laboratory tests—there is still some- 
thing to be said for the bottle. There is, of course, 
the popular demand for it, which we deny at our 
financial peril. But is it not at least as convenient 
a reminder as any of the advice that accompanied 
its bestowal? And is not its mere uncorking, every 
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four hours, a little event in the monotony of bed- 
keeping—a recurrent milestone to cheat the invalid’s 
way of something of its length ? 


* * * 


And this brings to mind a physician so eminent 
that his name must not even be hinted at, who used, 
in his younger days, to impress upon his pupils—if 
they wished to become successful general practi- 
tioners—the vital necessity of being ready with 
alternative prescriptions. If a patient with a cough, 
who had been given mist. ipecac. ammon., returned 


no better at the end of a week, we should be instantly 
prepared, we were told. to exhibit mist. senegx co. 
And if that failed, there was always linctus scillx, 
which at least tasted r*ce; and by then, unless we 
were extremely unfortunate, time would have done 
the trick. From the standpoint of practical men in 
an everyday world of ordinary men and women, 
it was a piece of advice for which many general 
practitioners must to-day be grateful to him. If it 
did not exemplify the science of medicine, it was— 
at that un-psychological stage of our careers—a very 
wise and percipient introduction to its art. 


PANEL AND CONTRACT PRACTICE 





A Doctor Sees It Through 


AN insured person complained that a request, by 
messenger, for the services of Dr. A, an insurance 
doctor, his own doctor being unavailable, was refused 
on the grounds that the patient was not on his list. 
In accordance with the rules governing procedure 
Dr. A was asked for his observations. He admitted 
declining to visit the patient, but said that he dis- 
tinctly understood from the messenger that he was 
required to attend privately, no reference whatever 
being made to the patient’s status as an insured 
person. A copy of Dr. A’s reply was sent to the 
complainant, who then stated that as he had no 
personal knowledge of what passed at the interview 


he could neither agree with nor dispute the accuracy , 


of the doctor’s statement, but he reiterated that, 
whatever the cause, he was unable to obtain medical 
treatment at a time when he was in need of it. He 
added that so far as he was concerned the matter 
was ended. This was regarded by the medical 
service subcommittee, which was dealing with the 
matter, as a withdrawal of the complaint. But a few 
days later Dr. A intimated in writing that he desired 
to bring to the notice of the committee the conduct 
of the insured person with a view to the matter being 
investigated ‘‘ under the rules governing the conduct 
of insured persons.” His point was that the insured 
person had preferred a frivolous charge against him 
and had made statements which he knew to be 
false. 

Dr. A and the insured person attended, but the 
committee was under a difficulty about the grounds 
upon which the matter should be investigated by 
them. Rule No. 9 of the rules governing their pro- 
cedure says: “‘ Any insured person raising a question 
which, after investigation by the committee. . 
appears to the committee to be frivolous or vexa- 
tious, shall be deemed to have committed a breach 
of these rules.” The committee felt they could not 
without investigation hold a question raised by an 
insured person to be frivolous or vexatious. But how 
could they investigate a question which had already 
been withdrawn? The knot was cut by regarding 
the complaint as reinstated so as to facilitate inquiry. 
Dr. A then admitted that the patient had a genuine 
grievance but for this, he said, he could not be blamed. 
The important witness, the messenger, was unable 
to attend the hearing, and the exact wording of the 
message remains doubtful. Dr. A was certain he 


was asked to attend privately; tie accusation of 
having refused to attend an insured person he regarded 
as a slur on the reputation of an insurance doctor of 
long service. The insured person had contended 
that, being unable to obtain the services of his own 
doctor, he could call upon any insurance doctor to 
provide treatment—as in fact he could if his need 


was urgent—but it was pointed out to him that it 
was necessary to inform the doctor that the patient 
is insured before he is under any obligation to attend. 
The complainant agreed that in the absence of his 
messenger he could not hope to establish any case 
against the doctor ; he accepted the doctor’s version 
of what happened and withdrew the complaint, 
which he had made without malice believing at the 
time that it was true. Dr. A accepted this with- 
drawal. 
**Gone Away ”’ 

Last week in this column some of the problems of 
the mortgaged practice were set out. A recent 
example may now be given of the way in which 
the insurance company may become interested. 
A practitioner joined the medical list in January, 
1931, and by a mortgage dated April, 1931, he assigned 
to an insurance company all moneys due to him from 
the insurance committee. The money was paid to 
a bank, the authority for such payment being irre- 
vocable without the consent of the company. In 
July, 1936, it was ascertained that the practitioner 
had left the practice, to which some 1400 insured 
persons were attached, and that his whereabouts 
were unknown. On behalf of the company referred 
to a locum was appointed, and two days later the 
company stated that they had disposed of the practice 
to a neighbouring practitioner, and that they were 
submitting to the committee the resignation signed 
by the practitioner at the time he entered into the 
mortgage. It appeared that the form did not contain 
a nomination by the practitioner, and that the com- 
pany proposed to make the necessary nomination. 
The insurance committee, however, were unable to 
recognise the company in the matter and the proposed 
nomination could not therefore be accepted. The 
committee were given to understand that the practi- 
tioner was out of England; it was definitely estab- 
lished that he was not available for the treatment 
of his insured patients, and that while another doctor 
was attending to his insured patients the arrangement 
was neither made nor sanctioned by the practitioner. 

The clerk of the insurance committee with the 
secretary of the panel committee visited the surgery 
when they were told by the locum that on July 20th 
he had received an urgent telephone message request- 
ing him to take charge of the practice temporarily, 
and that he did so on that day, adding that the 
practitioner had had nothing to do with his appoint- 
ment as locum which had been arranged through a 
medical agency. The locum stated that he did not 
attend at the private address, about a mile distant, 
but had seen certain patients from that district. 
The two officials visited the private address and 
found the premises unoccupied ; there was no notice 
of any kind exhibited directing patients to any other 
doctor. 














pn 


ch 
dd. 
ry, 
ed 
ym 


re- 
In 
ier 


its 


she 


the 
nt- 


not 
int, 
ict. 
and 
tice 
her 











THE LANCET] 

The insurance and panel committees agreed that 
action should be taken under Clause 4 (4) of the 
terms of service, and the Minister of Health was 
asked to consent to appropriate notices being issued 
to the insured persons concerned. The department, 
notwithstanding that the two committees were 
satisfied on the clearest possible evidence, obtained 
on personal investigation by their chief officers, that 
the practitioner had abandoned his practice and that 
his present whereabouts were unknown, gave him a 
last chance by writing requesting his observations 
within seven days. On behalf of the insurance com- 
mittee it was pointed out that to afford such a practi- 
tioner an opportunity of submitting observations 
was virtually giving him a right of appeal, for which 
no provision was made in the clause, and that while 
there might be some justification for this in the case 
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THE SERVICES 
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of a practitioner who was alleged to be mentally 
or bodily disabled from giving adequate treatment 
to his patients it appeared to be difficult to suggest 
any good reason for this being done in the case of a 
practitioner who had left his practice and had made 
no provision for its conduct. Inquiries were there- 
upon made on the telephone by the department to 
the General Post Office as to whether the letter 
addressed to the practitioner was in course of return, 
in which case immediate consent to the issue of the 
notices would be given without awaiting the expira- 
tion of seven days. In due course the consent of 
the Minister was received to the issue of notices to 
the insured persons concerned, who were thereupon 
informed that the practitioner was no longer in a 
position to provide them with treatment and that 
they were at liberty to select another doctor. 





ROYAL NAVAL MEDICAL SERVICE 


Surg. Comdrs. D. H. Kernohan to York (on recommg.), 
and as Fleet Medical Officer (on transfer of flag); J. 
Hamilton to Tamar; E. R. Sorley to Terror II.; 
W. F. Beattie to Barham ; and M. 8. Moore to President 
for course. 

Surg. Lt.-Comdr. H. H. Fisher to Medway. 

Surg. Lts. H. L. Cleave to Drake, addl., for R.N. Hosp., 
Plymouth, addl., and as specialist in diseases of the ear, 
nose, and throat; T. F. Miles to Hermes; M. G. 
Peever, R. W. G. Lancashire, 8. Miles, B. M. O’Sullivan, 
W.H. C. Watson, J. T. Wellwood, I. Whittington, F. H. 
Williams, and H. O’Connor to Victory for R.N.B.; and 
F. H. Ward to Victory for R.N. Hosp., Haslar, addl. 

A Sir Gilbert Blane gold medal has been awarded to 
Surg. Lt.-Comdr. J. M. Sloane. 


ROYAL NAVAL VOLUNTEER RESERVE 
Surg. Comdr. W. H. Butcher to Victory for R.N.B. 
Surg. Lt.-Comdr. T. G. Evans to Courageous. 
Surg. Lts. R. H. Longmoor to Pembroke, for R.N. 
Hosp., Chatham ; and W. H. Carr to Royal Oak. 
Surg. Sub-Lt. 8. E. Cooke promoted to Surg. Lt. 
Proby. Surg. Lt. G. L. Foss to be Surg. Lt. 


ARMY MEDICAL SERVICES 
Col. A. C. Amy, D.S8.O., late R.A.M.C., retires on ret. 


pay. 
Lt.-Col. A. L. Foster, from R.A.M.C., to be Col 


Col. Foster had been D.A.D.M.S. at Lahore. He returned 
to Aldershot as Chief Instructor at the R.A.M.C. Training 
Establishment. He was promoted lt.-col. in November, 1932, 
and was stationed at Delhi. 


ROYAL ARMY MEDICAL CORPS 


Maj. H. D. F. Brand to be Lt.-Col. 

Short Service Commissions: Lt. 8. J. Meyersohn to 
be Capt. 

SUPPLEMENTARY RESERVE OF OFFICERS 

Lt. E, T. St. M. Brett to be Capt. 

Lt. A. W. Woolley, from Supp. Res. of Off., Somerset 
L.I., to be Capt. 

TERRITORIAL ARMY 


Capts. W. R. Ward, J. Rannie, H. E. Harding, and 
A. Barr to be Majs. 

Capt. D. Macleod to command the 5th (Scottish) Hygiene 
Company. 

Lt. A. T. Halton to be Capt. 

M. H. Evans to be Lt. 


ROYAL AIR FORCE 


Squadron Leader E. Thompson to Central Medical 
Establishment, London, for duty as medical officer. 

Flying Offr. 8. G. Gordon to Aeroplane and Armament 
Experimental Establishment, Martlesham Heath. 

Dental Branch.—Flight Lt. 8. C. Allen to No. 3 Flying 
Training School, Grantham. Flying Offr. I. St. C. 
Alderdice to R.A.F. Station, Boscombe Down. 


RESERVE OF AIR FORCE OFFICERS 
Flight Lt. G. Dunderdale relinquishes his commission 
on completion of service. 


AUXILIARY AIR FORCE 
W. D. Peock is granted a commission as Flying Offr. 


INDIAN MEDICAL SERVICE 


Majs. to be Lt.-Cols.: H. M. Salamat-Ullah, M.C., 
G. R. Oberai, J. E. Dhunjibhoy, and J. Chandra. 

Capt. R. A. Haythornthwaite to be Maj. 

W. A. Hopkins to be Lt. (on prob.). 

Lt.-Col. J. A. A. Kernahan retires, and Lt.-Col. 
C. McIver retires on account of ill-health. 

Indian Medical Department.—Asst. Surg. (lst Cl.) 
A. E. Mathews to be Lt. (Sen. Asst. Surg.). 


COLONIAL MEDICAL SERVICE 


The following have been appointed medical officers, 
West Africa: Drs. E. Bradbury, J. C. Busby, T. P. Eddy, 
B. J. Green, A. D. Hodges, J. I. Lish, G. J. Murray, and 
B. B. Waddy. Dr. E. J. Foley has been appointed medical 
officer, Tanganyika; Dr. W. H. Jeffrey, Malaya; and 
Dr. W. L. Lister, Zanzibar. Dr. R. Briercliffe, C.M.G., 
becomes director of medical services, Nigeria; Dr. M. 
Clayton-Mitchell, medical officer, Gambia; Dr. J. Gray, 
senior medical officer, St. Helena; Dr. R. A. Newsom, 
medical officer, Northern Rhodesia; Dr. D. C. Ogilvie, 
district medical officer, Cyprus; Dr. J. C. Tull, patho- 
logist, Cyprus; Dr. D. J. Valentine, deputy director of 
medical services, Hong-Kong; and Dr. A. T. D. Whit- 
field, medical officer, Nyasaland. 

DEATHS IN THE SERVICES 

Major Pxitie Apams Opie, R.A.M.C., whose death 
occurred at Poona on Oct. 5th, while racing, was born at 
Plymouth in 1886, the son of Ernest Opie, J.P., and was 
educated at Blundell’s School and Caius College, Cambridge, 
qualifying B.Chir. Camb. in 1911 and M.B. in 1912. He 
then served as casualty officer and house physician at 
Bristol Royal Infirmary, and in the following year was 
resident medical officer at the Queen Victoria Memorial 
Hospital, Nice. From 1914-17 he served with the 
R.A.M.C. in France and Egypt, and became major 
in 1926 in India, having been acting major in 1917. He 
was surgeon to H.E. the Governor of Bombay. He 
married Margaret, daughter of J. C. Collett Mason, J.P. 


MANCHESTER Royal INFIRMARY.—The board of 
management of this hospital has approved a contract 
at £10,075 for the building of a new orthopedic block 
to be finished early next year. The block, which 
will be close to the out-patient department will accom- 
modate the orthopedic out-patients, the daily fracture 
clinic, the physiotherapy department, and the school of 
massage and medical gymnastics. 
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CROSS-INFECTION IN OTORHINOLOGICAL 
WARDS 


To the Editor of THe LANCET 


Sir,—I trust that the illuminating report in your 
last issue by Prof. Okell and Dr. Elliott of their 
studies of the spread of streptococcal infection in 
ear, nose, and throat wards will not give the impres- 
sion that conditions in their hospital are in any way 
exceptional. It is doubtful whether any institution 
dealing with such cases in ordinary wards can profess 
to have been free from septic visitations such as are 
described in their paper. 

That this is no new problem, and that it has in 
the past been regarded almost as a necessary evil, is 
clear from words which I find were written by the 
late Sir Frederick Andrewes as long ago as 1909. 
Having adverted in his report as sanitary officer of 
this hospital to the fact that ‘‘a form of septic sore- 
throat ” had been prevalent in the then ear, nose, 
and throat ward for some nine months, attacking 
about one patient in every five admitted and in 
some cases taking the form of scarlet fever, he 
proceeds : 

“The effect of operations on the ear, nose, and throat 
is strongly to predispose to tonsillitis, pharyngitis, and 
scarlet fever, and hence these diseases are more apt to 
spread than in a general ward. . . . So long as operation 


cases upon the throat, nose, and ear are massed in a single , 


ward, I believe that we must be prepared for an unusual 
prevalence there of sore-throats and scarlet fever.” 


A more recent outbreak of the same kind is of 
some interest in that its investigation confirmed the 
findings of Prof. Okell and Dr. Elliott in several 
directions. In November last a total of six cases of 
scarlet fever, three in nurses and three in patients, 
occurred at intervals in the present ear, nose, and 
throat ward, while several other cases developed 
elsewhere in the hospital which could be attributed 
to infection from the same source. A swabbing of 
the whole population of the ward during the course 
of this outbreak gave instructive results. I had 
already ascertained through the kindness of Dr. V. D. 
Allison, who carried out all the serological typing 
here referred to, that the cases of scarlet fever 
diagnosed up to that time were all due to a Type 1 
streptococcus. There proved to be ten carriers of 
Streptococcus pyogenes in the ward, and of these 
streptococci five were of Type 1, being harboured 
by two nurses and three patients. There was 
obviously no hope of terminating this outbreak until 
these five individuals could be removed, and at that 
stage the degree of aerial infection was so heavy that 
I was able to cultivate a few colonies of Type 1 
streptococci by only 30 minutes’ exposure of a 
blood-agar plate to the air of the ward. Unfor- 
tunately two of the infected patients had recently 
undergone operations for nasal sinusitis and still 
required expert nursing ; they had typical “‘latent ”’ 
infections as described by Prof. Okell and Dr. Elliott, 
and on subsequent occasions similar patients have 
been found in the same condition. It appears 
that extensive operations on the nose are liable 
to be followed by a profuse purulent discharge 
in which, if any dangerous micro-organism is 
within reach of the patient, that micro-organism 
will inevitably appear, and in large numbers; 
this type of patient is in fact an agency for 
attracting infection and achieving its widespread 
distribution. 
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The problem of minimising these dangers is engaging 
serious attention in this hospital; the number of 
beds has been reduced in order to increase the spacing 
between them, every patient is swabbed on admis- 
sion, streptococcus carriers being segregated as far as 
the ward conditions permit, and there is a prospect 
of more spacious accommodation and of facilities 
for the complete isolation of dangerously infected 
patients. Wherever such measures are contemplated 
the foremost object must obviously be the effective 
isolation of all patients suffering from infection by 
Streptococcus pyogenes. As was argued recently by 
F. G. Hobson (THe Lancet, 1936, i., 417), the 
position occupied for so many years by scarlet fever 
as a distinct disease is no longer tenable; a strepto- 
coccus which produces scarlet fever in one patient will 
cause tonsillitis without rash in another, and between 
these two as sources of infection for further patients 
there is nothing to choose whatever. An ear, nose, 
and throat ward admitting septic cases is actually a 
fever ward, in fact if not in name or general estima- 
tion. Another principle which has emerged is that 
certain operations, particularly on the nose, not only 
create a state of extreme susceptibility to infection 
but may lead to a condition which is in its turn a 
most prolific source of infection to others. That 
these two classes of patient, the septic and the hyper- 
susceptible, should ever have been nursed together 
in the same ward may in the more enlightened future 
provide food for some astonishment. 

I am, Sir, yours faithfully, 
LAWRENCE P. GARROD. 


Pathological Department, St. Bartholomew’s 
Hospital, London, E.C., Oct. 10th. 


INFECTIONS OF FINGERS AND HAND 
To the Editor of Tue Lancer 


Smr,—May I draw attention to two serious omissions 
in Mr. Handfield-Jones’s lucid and admirable lecture. 
They are in connexion with the treatment of the 
infected punctured wound with lymphangitis. This, 
as he points out, is invariably due to a streptococcus, 
but I should say, furthermore, to a virulent strepto- 
coccus, hence the rapid spread. Every year there 
are a number of tragedies among young doctors and 
nurses who prick a finger whilst attending a septic 
case, and die from a virulent lymphangitis and 
septicemia. Mr. Handfield-Jones emphasises the still 
insufficiently recognised truth, that the knife may be 
a lethal weapon in such cases if used in the early 
spreading phase. He advises Prontosil, which is still 
on trial, and which certainly promises to be of value. 
But what of the methods of proven value ? 

I teach that besides the general measures for acute 
fever, ‘there are three essentials in the treatment : 

(1) Generous hot fomentations. 


(2) An immediate large dose of streptococcal antitoxic 
serum. 


(3) Application of a Bier’s bandage to the upper arm. 
The most valuable contribution to conservative 
surgery in the past fifty years was Bier’s conclusive 
demonstration of the value of mild passive hyperemia 
in acute affections. The method was too often 


wrongly applied and it has been lately neglected. 
Five or six turns of the special thin elastic 
bandage are applied lightly and directly to the skin 
of the upper arm and fixed with a bit of adhesive 
strapping, so lightly applied that the patient is 
hardly aware of its presence except that his pain is 
relieved. It is left on for three days. 
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What is the rationale ? The one hope in a serious 
case is to localise the infection to the arm until such 
time as, first, a local leucocytic barrier at the point 
of infection has had time to form, and secondly, the 
general defence mechanism has had a chance to 
develop an acquired immunity. During this period 
valuable help may be given by passive immunity. 
It is necessary to get in a large dose of antitoxic 
serum before the toxin has caused serious damage to 
vital organs. The new concentrated streptococcal 
antitoxic serum is, without question, of real value. 
My advice to the doctor called to a case of spreading 
lymphangitis with rigors and fever is—take a record 
syringe, 40 c.cm. antistreptococcus serum, and a 
Bier’s bandage. All else you will find in the house. 


I am, Sir, yours faithfully, 


Edinburgh, Oct. 10th. D. P. D. WILKIE. 


TESTIMONIAL TO DR. DAIN 
To the Editor of Tue Lancet 


Str,—In December last Dr. H. Guy Dain decided to 
relinquish the chairmanship of the Insurance Acts 
Committee, and his numerous friends and colleagues 
feel that the time is opportune for some suitable 
acknowledgment, in which all could join, of his great 
services to the medical profession during the past 
twenty years. 

Dr. Dain is best known for his tireless efforts to 
improve the National Health Insurance system and 


to advance the interests of those practitioners who - 


participate in that service. For nineteen years he 
has been a member of the Insurance Acts Committee, 
and for eleven years was its chairman, while for five 
years he presided over the conference of Representa- 
tives of Local Medical and Panel Committees. His 
intimate knowledge of insurance practice, combined 
with a capacity for sound judgment, has resulted in a 
demand upon his services to which he has never failed 
to respond. He was one of the Association’s witnesses 
before the Royal Commission on National Health 
Insurance, and he has recently been elected to the 
chairmanship of a joint committee which is considering 
ways and means of effecting an extension of the scope 
of medical benefit to include consultant and specialist 
services. In Birmingham he has been no less con- 
spicuous in this branch of medical politics, having 
occupied the chair of the Local Medical and Panel 
Committee and the Birmingham Insurance Committee 
for a long period. 

Dr. Dain’s activities on behalf of the profession are 
so well known that it is not necessary to enumerate 
them here, but they serve to indicate the high regard 
in which he is held by his colleagues. 

Dr. Dain’s consent to the inauguration of a testi- 
monial fund in his honour has been obtained, and he 
has expressed a wish that the amount subscribed shall 
be utilised for the purpose of assisting the education 
of sons and daughters of medical practitioners who 
are in need of such help. That such an object is 
worthy of generous support none will deny, and the 
signatories to this appeal sincerely hope that the 
response will be such as to show Dr. Dain the extent 
to which his self-sacrifice and devotion to the pro- 
fession’s interests are appreciated. 

Subscriptions are invited from all members of the 
profession, and in view of Dr. Dain’s intimate associa- 
tion with National Health Insurance medical practice, 
a special appeal is being made to panel committees. 
The fund will be open until June 30th, 1938, by which 
date it is hoped that a substantial sum will have been 
subscribed, the interest from the investment of which 
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will enable the trustees to make a number of annual 
grants in the fulfilment of Dr. Dain’s wish. 

Cheques should be made payable to the honorary 
treasurer of the Dain Testimonial Fund (Dr. G. C. 
Anderson), and forwarded to B.M.A. House, Tavistock- 
square, London, W.C.1. 

We are, Sir, yours faithfully, 
P. V. ANpERson (Shildon, Co. Durham), 
S. E. A. ACHESON (Belfast), 
HenrRyY BRACKENBURY (Hendon), 
J. A. Brown (Birmingham), 
F. A. L’E. Burces (Birmingham), 
J.J. Day (Sandwich, Kent), 
D, Ex.tiot Dickson (Lochgelly, Fife), 
A. Fores (Sheffield), 
W. J. Garsort (Birmingham), 
D. G. GREENFIELD (Rushden, Northants), 
E. A. Greoce (London), 
H. C. Jonas (Barnstable), 
E. Kaye Le Fiemine (Wimborne, Dorset), 
E. Lewis Lixey (Leicester), 
PETER MACDONALD (York), 
G. Mackie (Wellington, Shropshire), 
R. G. McGowan (Manchester), 
L. J. Prcron (Holmes Chapel, Cheshire), 
H. Rose (Wendover, Bucks), 
W. E. Tuomas (Ystrad-Rhondda, Glam.). 


Executive Committee. 


THE RETURN TO WORK 
To the Editor of Tue Lancer 


Str,—Some months ago in your columns (THE 
LANCET, 1936, i., 735) I discussed the difficulties 
which arise in the case of a healed or united fracture 
needing some re-education prior to the commence- 
ment of full work, and I pointed out that the absence 
of light work meant the almost total lack of re-educa- 
tive facilities in the man’s own sphere of labour. 
There is an unbridged hiatus between the time the 
patient is discharged from hospital or from the 
fracture clinic and the day when he is able to take 
up his previous routine; the injured man is left 
with little or no guidance to help him to overcome 
his physical or mental desuetude. No athlete would 
compete in any sport after an absence of weeks with- 
out some preliminary training to restore his physical 
fitness, and the same must apply to the man who 
has recovered from the grosser effects of his accident 
or mishap. The fracture clinics, backed up by the 
massage and remedial exercises which are prescribed, 
go some way to restore physical fitness, but there is 
still room for extension of the after-treatment. If 
light work cannot be found some other method will 
have to take its place, perhaps by closer linkage 
between hospital, fracture clinic, massage depart- 
ment, and some centre devoted to re-education. It 
might be possible perhaps to combine a physio- 
therapeutic department with a re-educative scheme 
to which the case could be referred when able to 
leave hospital or clinic. The aim would be to provide 
re-educative work of a type equivalent to that to 
which the patient was accustomed, in amounts and 
character graded just as would be the case if light 
factory work were available. The shortening of the 
time necessary to get the man into working capacity 
again should make such a scheme worth the con- 
sideration of the insurance companies which are 
paying compensation. 

The scheme might be so arranged that the centre 
would function for either individuals or groups as a 
modified workplace, and part of its success would be 
found in the resumption of regular habits of work, 
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the hours spent at the centre being graded and 
controlled according to the response made. The 
kind of work should conform in some measure with 
what was being done at the time of the accident. 
It is not of much use to train a bricklayer to make 
rush mats and thought would have to be given to 
the nature of the work and where that work could be 
most readily obtained. In the rehabilitation centre 
the convalescent workman would continue his out- 
patient treatment and undertake gradually increasing 
work financially approximating to the work he will 
be expected to do when he is signed off and due to 
return to full work. He would be helped by the 
careful medical supervision provided at the centre, 
including a psychiatrist to keep watch over any 
symptoms of psychological trauma. 

Objection may be raised to such a scheme on the 
grounds that it would be uneconomical and non- 
productive. Obviously a dock labourer could not be 
put to his actual trade in an occupational centre, but 
remedial exercises could be designed so that in 
effect he is increasing the amount of his exertion every 
day whilst under treatment. His labour can hardly 
be paid for in addition to his compensation allowance, 
but it might be possible to send the labourer out to 
jobs which will re-educate him in his actual work for 
short periods every day, and the amount of work 
which he does in this way would be credited to him 
in addition to his allowance. Any man who is keen 
to get back to work will make every effort to get his 
full capacity returned once he has begun to earn 


from his routine daily work. If only for this reason , 


alone the majority of cases will respond to treatment 
at the rehabilitation centre, and the compensation 
period will be cut down. 
I am, Sir, yours faithfully, 
Joun P. STEEL. 


Medical Superintendent, Smithdown-road Hospital, 
iverpool, Oct. 10th. 


EUTHANASIA AND OTHER ESSAYS 
To the Editor of THe LANCET 


Sir,—May I steal an inch of your valuable space 
to express my appreciation of your witty and in-seeing 
editorial reference to my recently published volume 
of essays? Especially I applaud your diagnosis of 
my opinion as to the localisation of angels. But 
in your illustration of my two-mindedness, have you 
not overlooked the two words ‘“‘as such” in the 


* opening sentence of the passage you quote ? 


I am, Sir, yours faithfully, 
Harford-street, Stepney, Oct. 10th. HARRY ROBERTS. 


COD-LIVER OIL TREATMENT OF WOUNDS 
To the Editor of THe LANCET 


Sir,—The articles in Toe Lancet of Sept. 26th by 
Dr. J. Davson and Dr. 8. Sandor on the use of cod- 
liver oil in the treatment of slow healing wounds 
are interesting. But the method of employing cod- 
liver oil in these conditions is not new, as fourteen 
years ago it was in use at the Royal Free Hospital 
with considerable success. Shortly, however, a prac- 
tical difficulty was encountered—namely, the nauseat- 
ing smell of this oil for those not accustomed to it. 
Finally, a patient informed me that although the 
oil was helping him, he had had to wipe it off, as he 
objected to being followed down Gray’s Inn-road 
by the cats of the neighbourhood! It was this 
unusual complaint by a patient that fixes the date 
in my mind. I should like to employ cod-liver oil 
again if this difficulty can be overcome. Can it? 


Slow healing areas covered with a film of cod-liver 
oil and then irradiated with small doses of ultra- 
violet light undoubtedly respond better than with 
cod-liver oil treatment or ultra-violet treatment 
alone. Presumably it is possible that the ultra- 
violet light may assist the synergism of vitamins 
A and B. I am, Sir, yours faithfully, 
C. B. Heap. 
Park-crescent, Portland-place, W., Oct. 12th. 


THE INCIDENCE OF SERIOUS DEAFNESS 
To the Editor of Tuk LANCET 


Sir,—We are endeavouring to obtain information 
on the incidence of serious deafness in youth and adult 
life, or that degree of deafness which makes conversa- 
tion either difficult or impossible and may lead to the 
loss of employment. So far as we know, no figures 
relating to the whole population are available in this 
or any other country ; but it has been suggested to 
us that possibly some of your readers may be able 
to give us useful information on this subject concern- 
ing particular areas, groups, or trades. If so, we 
shall be grateful for any information on the incidence 
of serious deafness even if it refers only to limited 
numbers of persons, or for any direction to the sources 
of such information, whether at home or abroad. 

I am, Sir, yours faithfully, 
A. J. Story, 
Secretary, National Institute for the Deaf. 

105, Gower-street, London, W.C.1, Oct. 7th. 


HISTIDINE AND PEPTIC ULCER 
To the Editor of Tue LANCET 


Str,—In the correspondence following Mr. Barry 
and Prof. Florey’s paper on the histidine treatment 
of peptic ulcer, Dr. Denys Jennings refers to my 
theory of ulcer formation as being based on “ unlucky 
family tradition of cooking.”’ Although I claim that 
faulty diet, especially the consumption of fat, is at 
the basis of the formation of the ulcer, this is only 
considered as an indirect cause, the direct one being 
regurgitation of the upper intestinal juices into the 
stomach, thus allowing the bile to act in an acid 
medium with destructive effects on the gastric 
mucous membrane. Also in your last issue Dr. 
Hurst refers to lamentable diagnoses through which 
patients suffering from carcinoma of the cesophagus 
and stomach, and even of the rectum, have been 
diagnosed and treated as gastro-duodenal ulcers. 
This, I think, happens because it is not realised that, 
whenever there is obstruction in any part of the 
bowel, either functional or organic, ulcer symptoms 
may be simulated, or actual ulcers produced. I think 
that this is a further proof that retroperistalsis is an 
essential factor in ulcer production. Experimental 
evidence in support of this view is given by Slocumb 
(quoted by McCann, Arch. of Surg., 1929, xix., 600) 
who noted “inflammatory changes and multiple 
ulcers in the duodenum of dogs in which he established 
partial obstruction of the duodenum by surgical 
measures.” It will be obvious, therefore, how 
important it is first to establish a proper diagnosis 
before relying on obtaining results from some fancy 
treatment. 

I should also like to add that my experience in 
respect of the use of histidine corresponds to Dr. 
Hurst’s, and that I have not found it either desirable 
or necessary aS an adjunct to my own treatment. 

I am, Sir, yours faithfully, 
J. JACQUES SPIRA. 


Chesterfield-gardens, Mayfair, W., Oct. 10th. 
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SIR GEORGE BUCHANAN, C.B., M.D., 
F.R.C.P. Lond. 
A SENIOR MEDICAL OFFICER OF THE MINISTRY OF HEALTH 


Tue death occurred on Sunday last, Oct. 11th, 
of Sir George Buchanan, a distinguished public 
servant, late president of the Office International 
d’Hygiéne Publique, vice-president of the League of 
Nations Health Committee, and a senior medical 
officer of the Ministry of Health. 

George Seaton Buchanan was the eldest son of 
Sir George Buchanan, a former principal medical 
officer of the Local Government Board and one of the 
most distinguished men in that branch of medicine 
where his son was afterwards a leading authority. 
The son was born in 1869 and educated at University 
College School, entering St. Bartholomew's Hospital 
for his medical training. 
He was a_ successful 
student from the start. 
He graduated in 1891 
as M.B. Lond. with first- 
class honours and the 
gold medal in forensic 
medicine, having previ- 
ously secured first-class 
distinction in various 
intermediate subjects. 
After holding certain resi- 
dent posts he served as 
assistant medical officer 
to the Metropolitan 
Asylums Board with 
charge of the small-pox 
hospital ships. In 1895 
he was appointed medical 
inspector under the old 
Local Government Board 
and from that time for- 
ward he did great work 
for the country along 
many divergent lines of 
public health activities. 

Buchanan came to the 
front over 30 years ago in 
response to the growing 
feeling that the food- 
supplies of the country were not adequately supervised, 
many examples of the serious results to health from 
food contamination being marked by the occurrence 
of epidemics. One such, the epidemic in 1900 of 
arsenical poisoning of beer in Lancashire and the 
north of England, aroused wide and anxious attention, 
and Buchanan was entrusted with the official inquiry, 
and later became secretary to a Royal Commission 
on the subject. The outcome was the creation of the 
office of chief inspector of foods, a post for which 
Buchanan was immediately selected and which he 
held for ten years. During this period he was 
instrumental in securing the codperation of the port 
sanitary authorities in a system of inspecting 
imported food, and many far-reaching international 
agreements, such as the Brussels Convention, were 
largely due to his negotiations; and out of them 
later sprung the International Sanitary Convention 
of 1926, which recast and modernised the whole 
system for preventing the spread of small-pox, 
typhus, cholera, plague, and yellow fever. He was 
a member of the Royal Commission on Whisky and 
other Potable Spirits, and his various reports on 
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public health subjects published in the annual reports 
of the medical officer of the Local Government Board 
during the years 1895-1910 were informing and 
accurate summaries of many difficult situations. 
He was in these reports always the simple and straight- 
forward adviser,resolved to make his counsel thorough. 
On the formation of the Ministry of Health, 
Buchanan was appointed chief assistant medical 
officer of the Ministry, becoming later a senior 
medical officer. The period immediately before the 
war fortunately for this country was notable for our 
escape from infectious disease, and the international 
coéperation now instituted was proving its utility. 

In 1914 on the outbreak of war Buchanan was 
attached to the Army Sanitary Committee with the 
honorary rank of lieut.-colonel and during the 
next five years he was a member of the Medical 
Advisory Committee 
both to the British Medi- 
terranean Expeditionary 
Force and to the Meso- 
potamia Expeditionary 
Force. No public reports 
were made of the par- 
ticular services rendered 
by individual members 
of the Army committees, 
but, at the close of the 
war, when Buchanan was 
president of the epidemio- 
logical section of the 
Royal Society of Medi- 
cine, he necessarily dis- 
closed in his presidential 
address something of the 
strenuous labours on 
which he had been, and 
still was, engaged. For 
with the conclusion of 
hostilities there com- 
menced his long asso- 
ciation with the League 
of Nations. 

A member since its 
foundation of the inter- 
national health organisa- 
tion of the League of 
Nations, Buchanan became vice-president of this 
body while he was also the Government representa- 
tive of the Office International d’Hygiéne Publique. 
In 1919 he was a member of the Poland Typhus 
Commission instituted by the League of Red Cross 
Societies, and he was later appointed president 
of the League of Nations Cancer Commission, 
while he was a member of the commission for 
the reorganisation of the public health services 
of Greece. In 1926 he was chief British delegate 
to the International Sanitary Conference, and for 
many ensuing years his assistance was required 
at numerous Government and official inspections, 
through which he acquired a unique familiarity 
with public health matters. In fact for 38 years, 
while vast subjects falling under the head of general 
epidemiology were Buchanan’s occupation as a senior 
medical officer of the Ministry of Health, it became 
more and more clear how much depended upon inter- 
national coéperation. Buchanan himself described 
in an address delivered to the Society of Medical 
Officers of Health how this came about. When he 
was nominated by the Ministry of Health to be 
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technical adviser in the international health organisa- 
tion, which came into being as a result of resolutions 
passed by the assembly of the League of Nations at 
Geneva in 1920, it was realised that under the 
Covenant of the League members should take steps in 
matters of international concern for the prevention and 
control of disease, while assuming direction of any 
international bureaux established by various treaties, 
such as the existing Office International d’Hygiéne 
Publique. Thus it became recognised that all 
medical research was necessarily international, includ- 
ing great humanitarian institutions like the Red 
Cross, but no bureaucratic designs were instituted 
to capture public medicine at large by new inter- 
national machinery. Its health organisation enabled 
the League to bring administrative health authorities 
in different countries into closer relationship, especially 
with the view of rapid interchange of information. 
It became its duty to revise international agreements 
for administrative action with regard to measures to 
protect the worker against sickness and all national 
labour organisations fell within its purview. It was 
necessary therefore to secure at regular intervals the 
presence of a body of men of weight and authority 
in the public health work of their respective govern- 
ments. Upon Buchanan fell the burden as far as 
this country was concerned, and manfully he 
shouldered it. In the Milroy lectures delivered before 
the Royal College of Physicians in 1934, he described 
with interesting detail the results of international 
coéperation in public health. These lectures were 
afterwards expanded for publication in THe LAaNcED 
and brought the history up to date of international 
coéperation in public health as represented by the 
general work of health organisation of the League. 
The lectures proved that however far the League may 
have failed to do much that it has tried to do, there 
can be no doubt as to the value of its work for intér- 
national health, and Buchanan showed, as a member 
since the foundation of the health organisation, how 
fine the story of endeavour had been, while it is easy 
to see how strenuous a personal part he had played. 


A correspondent who worked closely and con- 
tinuously with him from 1925 up to the time of his 
illness writes: ‘ All who have had the honour and 
pleasure of coming into contact with Sir George 
Buchanan will concur that he was an indefatigable 
worker, not sparing himself and throwing his whole 
heart and energy into his subject. He expected 
others to follow his example and he was always 
quick to appreciate and to thank a willing col- 
laboratorr He had few if any hobbies other than 
his work, though his literary and historical knowledge 
—particularly of the works of the great medical 
writers and those who contributed to the progress of 
epidemiological medicine—was profound. There are 
many among the medical profession who look on 
the study of epidemic diseases as dull and rather 
tiresome, perhaps because they so seldom nowadays, 
in Great Britain at any rate, come across the more 
serious of them. Buchanan could make a romance 
of these diseases and there was nothing more interest- 
ing nor delightful than to listen to him and to Dr. 
Ricardo Jorge, the representative of Portugal at the 
Paris Office, a man of equal erudition and charm 
and a close personal friend, engaged in a pitched 
battle on plague, typhus, cholera, and small-pox. 


“Sir George was very conservative in his tastes 
and in his habits. Nothing, for instance, could 
move him from the little pension he had found in a 
side but much frequented street in Paris at which 
he invariably stayed during the session of the Inter- 


national Health Office. This pension was clean and 
tidy but inconvenient in the extreme, and much of 
the necessary reporting and memorandum writing in 
which Sir George and his assistants indulged, which 
he insisted should be completed before the end of 
the day’s work, had to be carried out almost as if 
one were in the street, so great was the noise from 
the passing motor traffic. He preferred to lunch 
alone in a special corner of his beloved Prunier. 
But on the comparatively infrequent occasions on 
which he attended an evening ‘party,’ he was its 
life and soul, and many will recall the delightfully 
intimate little dinners he arranged for his foreign 
colleagues. 

“TI do not think Sir George himself would have 
denied that he was not quite so approachable early 
in the morning as later in the day; the machinery 
of his mind started slowly, but steadily and rapidly 
increased in speed and efficiency until even late at 
night he—tired though he was from the day’s work— 
would produce minutes which for clarity, precision, 
conciseness, and language were unsurpassable. This 
exceptional capacity was coupled with a gift for 
writing little notes and letters to his colleagues and 
friends which were veritable gems of charm, senti- 
ment, and feeling. They are treasures which will be 
zealously guarded by all who had the good fortune 
to be the recipients. 

“In committee he spread around him an air of 
industry and quiet well-ordered enthusiasm. It was 
impossible to catch him out by assuming that he had 
not perhaps read all the documentation. He was 
par excellence the tenacious Scot and once determined 
on a line of action nothing could turn him from it. 
Always scrupulously polite and ready to consider 
the views of others, he enjoyed universal popularity 
not only with his own countrymen who could the 
more readily understand his character, but with his 
foreign colleagues of whom he had a large circle. 


“His French, which he took up late in life in 
order that he could throw his full weight into the 
discussions of the Paris Office, he tackled with his 
usual industry and soon mastered it, though in a 
curious way. Time was too short for him to learn 
tense and gender or the finer turn of phrase, instead 
he developed an extraordinary capacity of trans- 
lating, aad rapidly at that, literally word for word 
from English into French, the thoughts that were 
in his mind. The result had to be heard to be 
believed. Nevertheless there was never a French 
colleague, nor French-speaking foreigner for that 
matter, who did not get the exact meaning and also 
the subtleties of his argument. 


“He made the International Health Office in 
Paris what it is to-day, and in 1919 was chiefly 
instrumental in setting the Health Organisation of 
the League on a firm basis. During the last two 
years of his official life he was president of the Paris 
office in succession to Monsieur Velghe, the delegate 
for Belgium. His election was a signal honour, since 
there has always been a strong feeling in that inter- 
national body that the representatives of great 
countries, with many and various axes to grind, 
should not and indeed could not preside, having due 
regard to impartiality. However, Sir George’s 
claims were so strong, the respect for his qualities 
and personality and for his great experience so deep 
that there was no hesitation on this occasion in 
unanimously inviting him to the chair, and he filled 
that difficult place with great distinction, and, 
naturally, with scrupulous impartiality. When he 
had a moment to spare during the course of a debate, 
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he was fond of writing little snatches of verse, often 
really wicked in their cleverness, concerning’ his 
colleagues—their foibles, their little tricks and 
mannerisms—and one of the duties of his assistant 
was to see that none of these highly indiscreet scraps 
escaped beyond the inner circle. 

“To his subordinates or, as he preferred to put it, 
to those who worked with him, he was always 
charming and gracious. He inspired in them an 
admiration, the roots of which were embedded in a 
lasting and unchangeable affection. The Depart- 
ment which he served for so long has not been quite 
the same since he left—and to many, never will be.” 


Buchanan’s retirement from the service of the 
Ministry of Health nearly coincided with his election 
as Master of the Society of Apothecaries of London, 
and while that election was still impending the 
Society gave him full accommodation in which he 
could continue certain of his work left unfinished in 
connexion with the Health Organisation of the League 
of Nations. When in 1934 he was elected Master he 
held one official reception, but that was tragically 
his only public appearance in office, as at Christmas 
his health broke down in circumstances from which 
he never recovered. 

The record given above shows the value and 
thoroughness of Buchanan’s work which has placed 
him for all the future in the first rank of British 
sanitarians. In virtue of his public capacity he held 
many honorary posts at different times, and was 
the recipient of the Jenner medal from the Royal 
Society of Medicine and of the Mary Kingsley medal 
from the Liverpool School of Tropical Medicine ; he 
was created C.B. in 1918 and knighted in 1922. 

He married in 1896 Rhoda Agnes, a daughter of 
the late Mr. T. Atkinson of Plumgarths, West- 
morland ; they have one daughter, who is the wife 
of Mr. Percival Horton-Smith Hartley, son of Sir 
Percival Hartley, M.D., and a master at Eton College. 


Sir George Newman writes: ‘‘ Although my official 
relationship with Sir George Buchanan only extended 
over fifteen years I had known him for twenty before 
the Ministry of Health was established in 1919. 
He had assisted his father (who was principal medical 
officer of the Local Government Board from 1880 
to 1892) in a private capacity before he himself was 
appointed on the staff in 1895. From first to last he 
was therefore some forty years a medical officer of 
the Board and the Ministry (in which he was ulti- 
mately the eldest of the six senior medical officers). 

‘** Buchanan inherited the intellectual abilities of his 
father. Like him, he was exceptionally well trained 
in medicine and science (University College and 
Bart.’s), orderly and discriminative in mind, able to 
circumspect problems and their probable issues, and 
exact and comprehensive in writing minutes and 
reports. Largely because of his long personal experi- 
ence of the Board and its former medical staff, his 
foresight and advice were particularly valuable. 
Moreover, he had a friendly and genial disposition to 
his associates, senior and junior. Through a multitude 
of official dealings he was habitually willing to help, 
cordial and coéperative. Occasionally, of course, his 
colleagues were unable to adopt, or concur in, his 
view, but never was it safe or expedient to disregard 
it. In certain directions, particularly as to precedents, 
to food questions, to epidemiology, or to international 
health he was a storehouse of information, and his 
past voluminous records were fully and well kept. 
There was in the early years of the Ministry a heavy 
burden and pressure of work, which was inevitable, 
and which necessitated for some of us a seven-day 


week and much midnight oil. Yet, perhaps of all 
Buchanan’s virtues steady painstaking labour was 
predominant. He lived for his work and in it, and 
though not always free from weariness and ill health, 
his high sense of public duty carried him through. 

“Whilst throughout his official service, before and 
during my time, Buchanan accomplished, in various 
directions, a good deal of first-class achievement, it 
should be said that from 1919 to the end of his 
official career his time was most largely spent in the 
work of the Office International d’Hygiéne Publique 
(on which he was British representative, and of which 
became president, a most appropriate and honourable 
appointment) and of the Health Section of the 
League of Nations at Geneva. These fifteen years 
brought him into closer touch with foreign health 
affairs than had previously fallen to the lot of any 
other British medical officer. This particular task 
involved him (and indirectly myself) in numerous 
conflicts and considerations of opinion and decision 
in various parts of the world. But his exceptional 
knowledge and varied experience, before and during 
the war, and his cosmopolitan temperament stood 
him in good stead, and even his opponents in other 
lands recognised the reliability and soundness of his 
views. His work in connexion with the International 
Sanitary Convention of 1926 brought him well- 
deserved credit, distinction, and appreciation. 

“This is not the place or occasion for a minute 
assessment of Buchanan’s contribution to the science 
and art of medicine in relation to the State. It is 
rather a word of Remembrance, and a recognition 
that his passing from among us is a loss to the public 
health service in this and other countries. For me 
the severance awakens many  long-slumbering 
memories of the earlier and later years, of battles 
long ago, of continuous joint labours and fruitful 
coéperation, and of a long life of public service 
without rest. I cannot close this brief note without 
a thought of the wide and respectful sympathy 
which will be felt for his wife and daughter, who 
shared his labours and sorrows, and the deprivations 
and interruptions of home life which they involved. 
For Buchanan there is the old salutation of a comrade 
in arms, Hail and Farewell.” 





ALBERT CHARLES BUTLER-SMYTHE, 
M.B.E., F.R.C.P. & S. Edin. 

Tue death occurred on Friday last, Oct. 9th, at 
his home in Brook-street, Grosvenor-square, London, 
of Dr. Albert Butler-Smythe, consulting surgeon to 
the Samaritan Free Hospital, London. Born in 
Dublin in 1852, his father was a naval officer of high 
standing, William Smythe, and his mother was the 
only daughter of a well-known Irish physician, Dr. 
Charles Butler. He received his education at the 
University of Dublin, supplemented by courses in 
Edinburgh and London, where he was a student at 
St. Bartholomew’s Hospital. He qualified as 
M.R.C.S. Eng., L.S.A. in 1877, took the diploma of 
F.R.C.S. Edin. in 1882, and was later elected F.R.C.P. 
Edin. Among his early appointments were resident 
posts at the Leicester Infirmary, the Royal Free 
Hospital, and the Brighton Hospital for Women 
and Children, and for a time he was surgeon to the 
Farringdon General Dispensary. Later he became 
surgeon to the Grosvenor Hospital for Women and 
Children, and nearly forty years ago was elected 
surgeon to out-patients at the Samaritan Hospital. 


Dr. F. J. McCann writes: “I gladly welcome the 
opportunity of paying a tribute to the memory of 
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my friend and colleague, Butler-Smythe. His death 
at the ripe age of 84 years severs a connexion with 
the Samaritan Free Hospital that had continued 
without interruption for well over half a century. 
He maintained to the last his keen interest in the 
progress and prosperity of the hospital, and was for 
many years a member of the committee of manage- 
ment. In his early years he enjoyed the inestimable 
advantage of acting as assistant to Granville Bantock, 
then at the zenith of his powers as an ovariotomist, with 
all that combined to give the hall-mark of the surgical 
artist. Although the mantle of the master was not 
assumed by Butler-Smythe, yet he was a careful and 
conscientious surgeon, and attained considerable 
success with ovariotomy in the days when the mor- 
tality of that particular operation was still high. He 
may have lacked the temperament for big surgical work 
(and of this he was deeply conscious) so that in later 
years his caution was liable to be carried to extremes, 
and to lead him to take the easier path, thereby 
giving an erroneous impression of his surgical 
ability to those who knew little of his work. He 
had a large clinical experience both at the 
Samaritan Free Hospital and at the Grosvenor and 
other hospitals, and had a wide grasp of the diagnosis 
and treatment of female diseases. He was also 
a charming colleague and a loyal friend, with a 
dash of Irish wit that was particularly attractive. 
He was keenly interested in cricket and was a 
familiar figure in the pavilion at Lord’s for many 
years. All sympathy goes out to his widow, who 
mourns the loss of a devoted husband after a long 
and happy married life.” 





FRANK PEARSON SKEFFINGTON CRESSWELL, 
M.B., B.Sc. Lond., F.R.C.S. Eng. 


THe death occurred on Oct. 6th of Mr. Frank 
Cresswell, consulting ophthalmic surgeon to the 
Cardiff Royal Infirmary. The end came after a long 
and painful illness bravely endured. 

Frank Cresswell was born at Dowlais, Glamorgan, 
the son of Pearson Robert Cresswell, C.B., F.R.C.S., 
for many years surgeon to the Dowlais Iron Works, 
and an early and enthusiastic follower of Listerian 
methods. He received his early education at Christ’s 
College, Brecon, and University College, Cardiff, 
proceeding for his medical training to Guy’s Hospital. 
He entered as an advanced student, having already 
obtained the degree of B.Sc.Lond. He took the 
double qualification of the English Conjoint Board in 
1892, was a Prosector of Anatomy at the Royal 
College of Surgeons of England, and graduated as 
M.B., B.S. Lond. in the following year, obtaining the 
diploma of F.R.C.S. Eng. in 1894. He acted as clinical 
assistant at the Royal London Ophthalmic Hospital 
and then went as house surgeon to the Cardiff Royal 
Infirmary, after which he commenced practice as an 
ophthalmic specialist in Cardiff. He quickly obtained 
a prominent position in his specialty and was appointed 
ophthalmic surgeon to the Aberdare and Merthyr 
general hospitals, to the Royal Hamadryad Seamen’s 
Hospital, and to the Cardiff Royal Infirmary, where 
he was consulting ophthalmic surgeon at the time of 
his death. Other appointments which he filled were 
those of ophthalmic surgeon to the Welsh National 
Memorial Association, to the Cardiff Provident Dis- 
pensary, and to the South Wales Institute for the 
Blind, while at the Welsh National School of Medicine 
he was for a time lecturer on ophthalmology. He 
relinquished his various appointments on reaching 
retiring age, but while in active work he obtained a 


large practice, and he used special opportunities to 
obtain an exceptional knowledge of the eye troubles 
frequent in coal-miners. He wrote little, but when 
he did his communications were of practical value, 
while he was a good teacher of students. 

“Shy and diffident in manner,” writes a colleague, 
“* Cresswell was a man of considerable knowledge and 
wide reading, with an attractive personality which 
gained him many friends and endeared him to his 
circle. Outside the medical profession he was 
interested in Freemasonry, reached a high position 
in the craft, and travelled much on masonic duties. 
He leaves a son, a medical student approaching the 
end of his career, with whom much sympathy is 
felt.” 


JAMES MURRAY DUFF MITCHELL, 
M.D. Aberd., F.R.C.S. Eng. 


Tue death of Mr. Duff Mitchell at his residence, 
Stone Court, Sutton, Surrey, on Monday, Oct. 5th, 
brought to a premature close a strenuous and self- 
effacing career. He was the son of the late Captain 
O. R. Mitchell, a commander in the British India 
Line, who retired as one of the nautical assessors at 
Aberdeen. He entered on the medical curriculum at 
Marischal College in 1902 when 16 years old, and 
at the end of his second year he re-studied preliminary 
subjects, Latin, English, French, mathematics, to 
matriculate in the higher standard then necessary 
for the science faculty. He graduated M.B., Ch.B. 
in 1907, and after a period as assistant in general 
practice in Edinburgh returned to Aberdeen and 
graduated bachelor of science with special distinction 
in physiology. Shortly afterwards he obtained the 
D.P.H. Camb. and was appointed a school medical 
officer in Lincolnshire. Later he graduated as 
M.D. Aberd. and acted as M.O.H. at Brigg, but was 
already attracted to surgery. 

On the outbreak of war Mitchell joined the 
R.A.M.C. and after being posted to a stationary 
hospital at Malta he applied to be attached to a 
battalion in the line. He was transferred to France 
as medical officer to the 5th Essex, and a few days 
after joining the regiment his battalion went over the 
top at the Somme, and during the bitter attack he 
was badly wounded on the right shoulder, neck, and 
both arms, wounds which resulted through nerve 
injury in some wasting of the muscles of the left 
arm and hand. After undergoing several operations 
for removal of shell fragments he served in London 
on the staff of the Medical Pensions Board. He 
then went into practice at Sutton, Surrey, where he 
was appointed surgeon to the Sutton and Cheam 
Hospital and St. Anthony’s Hospital, North Cheam. 
He now commenced to study for the fellowship of 
the Royal College of Surgeons of England, securing 
the caveted diploma in 1926, no small feat for one in 
busy practice whose graduation took place some 
twenty years previously. Mitchell’s knowledge of 
surgery enabled him to demonstrate in spite of his 
war wound handicap, by his diagnostic and operative 
work both inside and outside Sutton hospitals, his 
exceptional ability. 

One who knew him well writes: ‘“ A very attractive 
man who carried his distinctions unobtrusively, James 
Mitchell was beloved by his fellow practitioners and 
patients. He reached the age of fifty with the 
promise of continued surgical usefulness, but angina 
pectoris found in him a prey and thus be who had 
assuaged the pain of others passed from us in a 
pain that drugs proved incapable of relieving.” 
Another colleague writes of his many kindnesses, his 
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determination, and his versatility both professionally 
and in his many hobbies: “‘ One had only to talk 
to him for a few minutes to realise the originality of 
his mind.” This originality was reflected in a con- 
tribution to our own columns last year on the 
pathology of bowel distension, containing a new 
suggestion based on embryological considerations. 


Mr. Mitchell married Lillie, daughter of the late 
Major-General Frederick Henry Smith, 18th Bengal 
Cavalry, during the war; she was a true sharer of his 
interests and above all of his inherited love of inland 
waters and of the sea which drew them both to boats at 
holiday time. The sympathy of all who knew them 
goes out to her, and their school-boy son. 





CLAUD EDWARD WOAKES, M.R.C.S., L.R.C.P. 


WE regret to announce the sudden death on 
Oct. 7th of Mr. Claud Edward Woakes. He was the 
son of the late Edward Woakes, aural surgeon to the 
London Hospital, who wrote informingly some fifty 
years ago on ethmoiditis, nasal polypus and allied 
conditions, and was one of the first to recognise the 
nature of adenoids. He received his medical educa- 
tion at the London Hospital, took the diplomas of 
the English Conjoint Board in 1893, and was for 
many years aural assistant in the throat and ear 
department of the London Hospital and receiving- 
room officer in relation to such cases. Later he 
became surgeon to the hospital for diseases of the 
nose and throat in Golden-square, where he was 
consulting surgeon at the time of his death. He 
bore a name associated with the surgery of the ear, 
nose, and throat for over fifty years, and his own 
experience in the specialty started when almost fresh 
from University College School he used to help his 
father with the treatment of children in private 
practice. It was as assistant to his father that he 
held his appointment at the London Hospital, and 
this long and close association had an irremovable 
effect on his own outlook and practice, for he narrowed 
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his field of observation to a great extent to the 
recognition of ethmoiditis as the most important 
factor in rhinology. 


A colleague writes: ‘‘Claud Woakes was extra- 
ordinarily deft. Small of stature and with propor- 
tionately small hands and fingers, he cultivated a 
delicate touch. He operated to the last on patients 
in the sitting position, fastened in the operating chai: 
with the head adjusted by arrangements of his owu 
devising. His dexterity was such that although 
patients were deeply anzsthetised, it was not necessary 
more than once in my observations (made over a 
period of twenty years) either to restore the patient 
or to remove blood from the passages. He was a 
surgical craftsman, and both his tastes and his 
talents were mechanical. He never cultivated the 
society or gatherings of his professional brethren, 
but those few who knew him admired his kindness, 
enthusiasm, and conscientious care of his patients. 
He was one of the earliest motorists in this country 
and few professional mechanics could better him in 
diagnosing or curing the faults in a motor engine. He 
was a fine fencer, and was for many years a prominent 
exponent of the sport, reaching indeed the semi-final 
of the amateur championship. 

““Woakes died of cancer of the larynx, for which 
he had been under treatment for more than a year, 
and a false impression may have been given by words 
in various newspapers where, on the authority of a 
post-mortem examination, it is said that the condition 
could have been treated successfully. Actually he 
had been for many months in the hands of colleagues 
of the highest repute, had undergone tracheotomy, 
and was receiving radium treatment of the most 
approved form.” 


Claud Woakes married the daughter of the late 
William Allingham, surgeon to St. Thomas’s Hospital, 
and sister of the late Herbert Allingham, surgeon to the 
household of King Edward VII. He leaves a widow 
and two daughters. 


PUBLIC HEALTH 


A Smoke Abatement Exhibition 


Durine the conference this week of the National 
Smoke Abatement Society, and until the end of the 
month, an exhibition is staged at the Science Museum, 
South Kensington, illustrating the progress of the 
attempts which have been made to reduce the 
smoke nuisance in all its phases. Dr. H. A. Des 
Voeux, president of the society and prime mover in 
its activities, took the chair at the ceremony, when 
Sir Kingsley Wood opened the exhibition. It is a 
happy day for smoke abatement when the Minister 
of Health champions its cause. The exhibition has 
three divisions. 

In the first of these are shown the smoke screens 
over industrial towns, building stones encrusted with 
soot and decayed by fumes, and sections of lungs 
illustrating the effect of smoke and grit on vital 
tissues. 

In the second section are the instruments used for 
measuring atmospheric impurity. The solids emitted 
from chimneys vary in size from gritty particles of 
unburnt coal, coke, and ash—if furnace temperatures 
are high the latter may be sintered to fragments or 
fused to spheres—down to ultramicroscopic dust, 
sooty or mineral in character. The deposit gauge 
has been for many years the instrument chiefly used 
for collecting polluting matter from the air, and there 


is an exhibit with typical deposits and diagrams 
showing results at various stations. Owens’s auto- 
matic filter, with its continuous record of sooty 
matter in the air, is shown together with an earlier 
filter designed by the late Wm. Thomson of Man- 
chester. Owens’s dust counter and a thermal precipi- 
tator designed by Whytlaw-Gray and associates are 
used for counting the finer dust particles which settle 
slowly from air, irrespective of their nature. The 
former has been used at Norwich for examining the 
spread of pollution around a centre, more especially 
down wind, the results being in this case detected 
five or six miles from the city. Gaseous impurities are 
determined either by passing measured volumes of 
air through a solution of hydrogen peroxide, whereby 
sulphur dioxide is oxidised to sulphuric acid which 
can be titrated, or by exposing known surfaces of 
lead peroxide on a fabric and relating the sulphate 
formed to the exposed surface. The former method 
seems of more direct use when the effects of sulphur 
gases on health are the main consideration, whilst 
the lead-peroxide method should give a_ better 
measure of the probable attack on building materials 
and metals. Diagrams from the Meteorological Office 
show the progress between 1881 and 1936 as revealed 
by London’s sunshine. The loss as compared with Kew 
has fallen from 16 per cent. in 1881 to 2 or 3 per cent. 
in summer and from about 80 to 50 per cent. in 
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winter. Kew itself has about 15 per cent. less sun- 
shine than neighbouring country stations in winter 
and about 3°5 per cent. in summer. Striking exhibits 
from the Fuel Research Station illustrate the variation 
in the products of complete and partial combustion 
under different degrees of furnace efficiency. 

In the third section many commercial organisations 
representing coal, coke, gas, and electricity have 
combined to show how the problem of smoke abate- 
ment can be solved whatever source of heat is used. 
Besides exhibits of appliances for use in industry, 
model houses by the British Gas Federation, the 
Electrical Development Association, and the Mon- 
mouthshire and South Wales Coalowners’ Association 
show how domestic heating can be done in different 
ways without producing undue smoke. 

Medical men and women who can find time to visit 
the exhibition will not find that their time has been 
wasted. 


A Juvenile Rheumatism Centre in Cardiff 


For the last ten years or so a juvenile rheumatism 
supervisory scheme has been in operation in Cardiff, 
and it has now grown so large as to occupy a con- 
siuerable part of the time of municipal medical 
officers, nurses, and clerks. Study of this mass of 
clinical material suggests to Dr. C. W. Anderson, 
who is in charge, that many of their so-called 
rheumatic children have been labelled without justi- 
fication, and he hopes to be able to decide what type 


what type may be eliminated from it without 
detriment to the child. Briefly, he writes, the typical 
rheumatic child is the rather pale child who has 
periodic bouts of languor and irritability and easily 
tires on even moderate exertion. Vague pains in 
the thighs and behind the knees and upper arms 
without cause may be complained of. Where early 
carditis is appearing, the sleeping pulse is rapid and 
the heart may show myocardial abnormality in the 
form of slight outward displacement of the apex-beat 
with softening and lengthening of the first mitral 
sound in the erect posture. When such abnormalities 
cannot be considered to be the result of other acute or 
chronic diseases, and when the erythrocyte sedimenta- 
tion-rate is repeatedly high, a diagnosis of rheumatic 
infection is justified and appropriate supervision or 
treatment to prevent or minimise the serious sequelx 
of this disease is essential. 

The conditions which are looked upon as charac- 
teristic are discussed by Dr. Anderson in detail in a 
report included in Dr. J. Greenwood’s annual report 
to the public health department of Cardiff. 
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JEAN CHARCOT 


Own Sept. 16th, at 6 a.m., the Pourquoi-Pas? was 
wrecked off the coast of Iceland with the loss of all 
her crew save one. The first of the bodies to be 
recovered was that of Dr. Jean Charcot, the leader 
of the expedition and the son of the great French 
neurologist, Jean-Martin Charcot. Jean Charcot 
was born in Paris in 1867. He pursued the study of 
raedicine and in 1891 was appointed as a Paris 
hospital intern. By 1895 he was a chef de clinique. 
His interests were, however, bacteriological rather 
than clinical, and for some time he collaborated with 
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Metchnikoff and Roux at the Pasteur Institute. 
Then he found himself as an oceanographic explorer, 
and it was in this capacity that he spent most of his 
long and active life in the Arctic and the Antarctic. 
His earlier bacteriological studies stood him in good 
stead in connexion with his researches into animal 
and vegetable life over and under the sea at the 
two Poles. He was himself the designer of the 
Pourquoi-Pas ? which was the outcome of the request 
made to him by the Academy of Sciences to organise 
an expedition to the South Pole. He was also the 
designer of the vessel with which he chased sub- 
marines during the late war; and it was no mean 
tribute to his character as a leader that the crew of 
the Pourquoi-Pas? demanded to a man that they 
be allowed to serve under him on this submarine- 
chaser. 

Charcot reminded his French colleagues that he 
was still a doctor interested in medical problems 
when on May 5th, 1931, he presented to the Academy 
of Medicine a report on a condition to which he gave 
the term “‘ maladie des conserves.” He had suffered 
from it himself twice, and a companion had died 
of it. Its manifestations were pretibial cdema, 
extending if neglected to the scrotum and abdomen, 
vast ecchymoses, and deep ulcers. There was no use 
in taking lemon juice and living on a vitamin-rich 
diet as long as the smallest quantity of tinned meat 
continued to be consumed. Once it was wholly 
discarded from the menu, the symptoms vanished 
completely in a few days. He returned to the charge 
before the same forum in February, 1934, but on 
this occasion he stressed the comparative rarity of 
the disease and its dependence on a concatenation 
of circumstances. Only certain tinned meats acted 
on certain subjects under certain conditions to give 
rise to this disease. 





THE CONGRESS OF SURGERY 


The forty-fifth French Congress of Surgery was 
opened in Paris on Oct. 5th in the large amphi- 
theatre of the faculty of medicine. General Gamelin, 
the head of the French Army, was an honorary 
president, and Surgeon-General Rouvillois, the head 
of the Army Medical Service and member of the 
Academy of Medicine, presided. The three subjects 
chosen for discussion were each reported on by two 
specialists in these fields. Dr. Pierre Mocquot and 
Dr. Gaston Cotte presented reports on the results 
of ovarian grafts, Dr. Pierre Fredet and Dr. George 
Jeanneney on surgery in diabetes, and Dr. Robert 
Monod and Dr. Albert Bonnot on the pneumonec- 
tomies. A cinematographic demonstration was 
given on Oct. 8th, and the occasion was taken during 
this congress, which lasted till the 10th, to organise 
various other demonstrations and excursions. 


AMEDEE BORREL 


The death of Prof. Borrel of Strasbourg has ended 
a distinguished career. In addition to being a pro- 
fessor at the faculty of medicine, he was director 
of the Bacteriological Institute of Strasbourg, and 
a member of the scientific committee of the Pasteur 
Institute in Paris. Much of the research he under- 
took concerned the prophylactic and therapeutic 
action of the serum of convalescents from infectious 
diseases. He was an organiser and administrator 
as well as a research worker, and his scheme for the 
collection and distribution of the serum of con- 
valescents from measles, scarlet fever, and acute 
anterior poliomyelitis is regarded as a model of its 
kind in France. 





—~meeaetds a O 


~~ pee ee eee A nee eee ee 


r, 


ic. 
rd 
al 
he 


st 


he 
b- 
2 
of 
av 
e- 


he 
ns 
Ly 
ve 
ad 
ed 
a, 
n, 


ch 
at 


na) 
on 
of 
on 
ad 
43) 


Oo h 


te 





THE LANCET] 





CENTRE FOR POST-GRADUATE 
TRAINING AND RESEARCH AT OXFORD 
LORD NUFFIELD’S OFFER 


Tut following letter, dated Oct. 10th, 1936, has 
been addressed to the Vice-Chancellor of the Univer- 
sity of Oxford by Lord Nuffield. 

“The progress of medical science and the con- 
ditions under which medical practice is carried on 
have long been, as you may be aware, among my 
main interests; and I have been privileged to be 
closely associated with the development of more 
than one hospital and to have had many opportunities 
of discussing problems of medical research and 
practice with prominent members of the profession. 

‘“‘T realize that progress in medical science is reach- 
ing a stage where it is desirable for those who work 
in the field of research to undergo a period of post- 
graduate training in modern methods of investiga- 
tion, to keep in close touch with developments in the 
sciences ancillary to medicine, and to pursue their 
inquiries unhampered by the cares of private practice 
and of routine teaching. 

“In regard to medical practice, I welcome the 
increasing tendency to regard all health services, 
preservative, preventative, and curative, not as 
separate entities but as constituent parts of a com- 
bined effort to promote and maintain the good health 
of the community. It is specially gratifying to me 
to learn that attempts to give effect to this ideal are 
being made in Oxford. 

“Thence it is an easy step to the conception that 
the presence of a post-graduate medical school in a 
university town in which all the scientific depart- 
ments are within easy reach of the hospitals and in 
which coérdination of health services will, I hope, 
be soon established, would improve the position and 
the facilities of those already engaged in clinical work 
in either institutional or general practice. 

“Sir Farquhar Buzzard in his presidential address 
to the British Medical Association on July 21st put 
into words what had been going through my mind 
when he spoke of an ‘ ambitious dream ’ of developing 
such a medical school in Oxford and thus filling the 
one conspicuous gap in the system of medical services 
which he foresaw. It would be a great pleasure to 
me to help in giving reality to this dream in a city 
where there are already hospitals with which I have 
the satisfaction of being closely associated, and in a 
university of which I am proud to be an honorary 
graduate, and where, though on a small scale, there 
is already an institute of medical research. 

“The basis of my proposal is that the University, 
offering as it does an environment more favourable 
to research than in a big training hospital, should 
widen the scope of its medical school and of the 
Nuffield Institute for Medical Research for the 
purpose I have already indicated. This would involve 
the establishment of senior posts to be held by men 
or women not subject to the distractions of private 
practice, under whose direction there would be a 
body of salaried clinical assistants and house officers 
selected for their promise of aptitude for the scientific 
investigation, under institutional conditions, of medical 
problems. These posts would be open to any qualified 
practitioner, whether a graduate of the University 
of Oxford or not, and they would also clearly give 
facilities to those of them who are desirous of 
proceeding to higher degrees. 

“I do not exclude the possibility or the desira- 
bility, when this post-graduate school has been 
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established, of including within its scope the clinical 
training of a limited number of Oxford medical 
students: this would be an extension of the clinical 
training already undertaken by the honorary staff 
of the Radcliffe Infirmary. 

“While it is my primary object to promote the 
progress of medical knowledge, I should not, at a 
time when there is so much suffering for which relief 
cannot be obtained through mere lack of accom- 
modation, be willing to concentrate such help as 
I can give on that object were I not satisfied that 
my scheme must inevitably increase and facilitate 
the clinical investigation and treatment of patients 
and lead to the provision of more ample hospital 
accommodation in the health centre with which it is 
associated. For this reason I am confident that the 
University will be able to secure the ready coéperation 
of the hospitals in the neighbourhood, without which 
the fulfilment of the scheme would be impossible. 

“* It is not for me to prescribe the details of a scheme 
which, however it may be formulated at the start, 
I realize must be capable of modification from time 
to time in the light of experience. But having said 
so much in regard to the fundamental conditions of 
my offer, I will endeavour to outline the sort of 
organization which seems to me likely to be effective. 

“The University would as a development of its 
medical school in the first instance establish clinical 
departments of medicine, of surgery, and of obstetrics 
combined with gynzcology—the three principal 
branches of clinical medicine generally recognized 
by the medical profession—a department of ans- 
thetics, and such other departments as from time to 
time may seem desirable. Each of these clinical 
departments would be under the direction of a 
professor in the University, whose assistants at the 
early stage would be chosen according to the avail- 
ability at the time of specially qualified men and 
women, though later the field of choice would be 
widened by workers whose training in the school 
and in the departments of the ancillary sciences 
would specially qualify them to pursue selected and 
related paths of inquiry in it. The professors would 
naturally look to the honorary staff of the hospitals 
for their coéperation in giving them access to beds 
and the use of relative hospital services in the 
hospitals associated with the scheme. It would 
from their respective points of view, be to the interest 
of the school and of the hospitals equally that the 
facilities already provided for the institutional treat- 
ment of the sick should be progressively improved. 
It would be understood that contributions could be 
made from the fund which I propose to create to any 
special expenses attendant upon the development of 
the school which the hospitals were required to incur. 
The position of the honorary staffs of the hospitals 
would not be altered, although the members would, 
I have no doubt, be quite willing to entrust to the 
professors such administrative authority over the 
services of their wards and laboratories as would be 
necessary for facilitating their own clinical work and 
for coérdinating the training of clinical assistants and 
house officers. 

*“In order to avoid the diversion of energy from 
research which the claims of private practice would 
involve (no man specially qualified to relieve suffering 
can be expected to refuse to relieve it if he has only 
his own inclinations to study), it seems advisable 
that the professors should be full-time university 
officers. But in medicine the enhancement of know- 
ledge and the treatment of the sick must go hand in 
hand, and it would be reasonable, therefore, to permit 
them to augment the clinical material available for 
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them by admitting to pay-beds in the hospital a 
limited number of patients who can afford to pay 
fees for medical or surgical treatment. 

*““To promote a scheme on the lines laid down and 
illustrated respectively above, I am willing to give 
to the University in trust sums which will amount, 
in the aggregate, to approximately one and a quarter 
million pounds. It is an absolute condition of this 
offer— 

** (i) That a body of trustees be appointed whose duties 
shall be— 

(a) to receive annual accounts of the income 
received by the trust fund and expenditure 
defrayed from it; together with an annual 
report on the work of the school, and to report 
to the University upon such accounts and 
report ; 

(b) to receive annual estimates of income and 
expenditure, and to determine whether develop- 
ments proposed to be financed out of the fund 
are consistent with the terms of the trust. 

‘* (ii) That whatever body is entrusted by the University 
with the execution of the scheme should include persons 
representing the hospitals associated with the scheme, in 
such proportion as will, so far as human fallibility will 
permit, secure harmonious codéperation. 

‘«T should wish to have the right during my lifetime 
to nominate a trustee who will be the chairman of 
the trustees and also three other trustees, and on 
my death this right of nomination to pass to the 
chancellor of the University. I should further wish 
the vice-chancellor to be a trustee ex officio, and the 
University to appoint two other trustees, and 
the governing bodies of the Radcliffe Infirmary and 
of the Wingfield-Morris Orthopedic Hospital (the 
two Oxford hospitals with which I am closely asso- 
ciated) to appoint two trustees and one respectively. 

‘** An appropriate deed of covenant and trust would 
be drawn up to give effect to this offer, and such deeds 
would provide that the power of investment as to 
any moneys which may be invested under the trust 
is not to be limited to trustee securities as defined 
by the Trustee Act, 1925, but it is to include all 
securities in which the University is empowered by 
its own statutes to invest its funds. 

** Realizing that this scheme will make demands 
upon the other scientific departments of the Univer- 
sity, I am prepared also to contribute the sum of 
£100,000 to the appeal which I understand the 
University will be making shortly, and of which the 
object is to secure that the University shall not be 
prevented by straitened finances from providing 
essential services.” 





SociETy FoR RELIEF OF WIDOWS AND ORPHANS OF 
Mepicat Men.—At a quarterly court of directors held on 
Oct. 7th, Mr. V. Warren Low, president, in the chair, 9 
new members were elected, and 3 deaths were reported. 
In each case the widow applied for relief; one being 
77 years of age was voted a yearly grant of £75, the two 
others being under 65 years of age, were voted a yearly 
grant of £60 each. The death was also reported of one 
of the widows in receipt of grants. Her husband died in 
June, 1922, after having become a life member in July, 
1921, by payment of 25 guineas. His widow and two 
orphans came on the funds in 1922 and received in relief 
a total of £1390. The sum of £630 was voted as a Christ- 
mas present, to be paid in December: each widow to 
receive £10 and each orphan £5. The directors desire to 
bring to the notice of young medical men resident within 
the 20 mile radius of Charing Cross, especially if newly 
married, the desirability of joining a society of which 
the advantages have now been proved for nearly 150 years. 
The annual subscription for a member under 35 at the 
time of his election is two guineas. Particulars from the 
secretary at the offices of the society, 11, Chandos-st., W.1. 


ANTI-GAS PRECAUTIONS 
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ANTI-GAS PRECAUTIONS 





Tue Air Raid Precautions Department of the 
Home Office has been in conference with the deans 
of the medical schools, the British Medical Asso- 
ciation, and the College of Nursing about measures 
which might be taken to provide facilities for the 
medical and nursing professions to acquire a know- 
ledge of anti-gas precautions. It is understood that 
the authorities concerned have promised the assistance 
of their machinery in carrying out this work, and that 
general agreement has been reached on the methods 
to be adopted. The Air Raid Precautions Depart- 
ment has now selected the following ten medical men 
who will be available to assist the medical profession 
in various centres. 


Centre. Instructors. 
London Colonel G. 8S. Wallace, M.B., and 
Dr. L. Haden Guest. 
Cambridge Major-General H. P. W. Barrow, 
M.R.C.S. 
Salisbury Dr. E. M. Pearse. 
Liverpool Dr. L. T. Challenor. 


Leeds .. -.. Dr. K. H. Beverley. 

Birmingham Surgeon-Captain P. F. Woodruff- 
Minett, M.R.C.S. 

Newcastle-upon- Dr. K. 8. Dickinson. 


Tyne. 
Glasgow Dr. G. L. Pillans. 
Edinburgh Dr. J. N, Hay. 


Arrangements have been made for the selected 
doctors to be specially trained at the Home Office 
civilian anti-gas school, and they are now ready to 
take up their duties. It is proposed that their 
services should be available to all branches of the 
medical profession, including the practising doctor, 
the medical student, and the nurse. The technical 
equipment necessary for the proper provision of 
practical instruction is being provided by the Govern- 
ment and the services of the selected doctors will be 
available free. The times of classes will be arranged, 
so far as possible, to meet the convenience of those 
concerned. 


INFECTIOUS DISEASE 
IN ENGLAND AND WALES DURING THE WEEK ENDED 
ocT. 3RD, 1936 


_Notifications.—-The following cases of infectious 
disease were notified during the week: Small-pox, 
0; scarlet fever, 1804; diphtheria, 1227; enteric 
fever, 72; pneumonia (primary or influenzal), 392 ; 
puerperal fever, 40; puerperal pyrexia, 117; cere- 
bro-spinal fever, 11 ; acute poliomyelitis, 21 ; encepha- 
litis lethargica, 3; dysentery, 15; ophthalmia neona- 
torum, 86. No case of cholera, plague, or typhus 
fever was notified during the week. 

The number of cases in the Infectious Hospitals of the London 
County Council on Oct. 9th was 2723, which included: Scarlet 
fever, 959 ; diphtheria, 826 ; measles, 59 ; whooping-cough, 344 ; 
peeves’ fever, 18 mothers (plus 9 babies); encephalitis 
ethargica, 285; poliomyelitis, 3. At St. Margaret’s Hospital 
there were 8 babies (plus 5 mothers) with ophthalmia neonatorum. 

Deaths.—In 122 great towns, including London, 
there was no death from small-pox, 10 (2) from enteric 
fever, 2 (1) from measles, 3 (0) from scarlet fever, 
15 (1) from whooping-cough, 35 (3) from diphtheria, 
61 (17) from diarrhoea and enteritis under two years, 
and 11 (1) from influenza. The figures in parentheses 
are those for London itself. 

The deaths from enteric fever outside London occurred at 
Bournemouth and Poole, each 2, Barking, Sout te, Birming- 
ham and Stoke-on-Trent, each 1, Poole 2. Deaths from diph- 
theria were reported from 18 great towns, Manchester 6, Hull, 
Liverpool and Birmingham each 3. 

The number of stillbirths notified during the week 
was 269 (corresponding to a rate of 43 per 1000 total 
births), including 41 in London. 
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MEDICAL NEWS 





Royal College of Surgeons of England 

At a meeting of the council held on Oct. 8th, with Sir 
Cuthbert Wallace, the president, in the chair, Mr. J. A. 
Ward, of Wigan Technical College, was admitted as the 
seventh Macloghlin scholar. Mr. E. P. Stibbe, of the 
London Hospital, was elected to the board of examiners 
in anatomy and physiology for the primary fellowship 
examination. The president reported the award of a 
Sir Gilbert Blane gold medal to Surgeon Lieut.-Commander 
J. M. Sloane, R.N., and diplomas of fellowship were 
awarded to Harold Francis Mowat (Toronto) and John 
Eber Spalding (Guy’s). Stanley Mitchell Sangster, of 
Epsom College, was elected the forty-fourth Jenks scholar. 

Six general surgical registrarships at the Kasr-el-Aini 
Hospital, Cairo, were recognised for the surgical posts 
required by the regulations for the diploma of fellow. 

A meeting of fellows and members of the College will 
be held on Thursday, Nov. 19th, at 4 P.m., when a report 
from the council will be laid before the meeting. Copies 
of the agenda may be obtained from the secretary after 
Nov. llth. 


University of Sheffield 

The university has accepted Sir Arthur Hall’s offer of 
the portrait of himself, painted by Mr. Ernest Moore, 
which has been presented to him by old students, colleagues, 
and friends. 

Dr. Robert Platt has been appointed honorary lecturer 
in medicine, Prof. A. E. Naish, medical officer to the 
training department, and Prof. J. Glaister, external 
examiner in forensic medicine. 


University of Liverpool 

At recent examinations the following candidates were 
successful :-— 

D.P.H. 

J.D. Bryan, Nancy L. Lewis, and G. McLoughlin. 
University of Dublin 

At recent examinations at the School of Physic, Trinity 
College, the following candidates were successfu! :— 

FINAL MEDICAL EXAMINATION FOR M.B., B.CHIR. 

Part I. (Therapeutics, Pathology, &c.).—*T. L. Lawson, *L. 8. 
Levinson, *Simon Sevitt, G. N. MacFarlane, F. G. Millar, 
J. G. Nixon, D. K. Stewart, L. I. Warnock, Muriel Elliott, 
F. W. Parke, R. E. Taylor, H. R. T. Devlin, M. F. Graham, 
J. R. Mahon, R. C. H. Cooke, E. W. R. Hackett, Sylvia M. 
FitzGerald, L. A. S. Edmondson, Tom Shier, Elizabeth M. Rees, 
Lily H. Bamber, F. P. O’Sullivan, R. J. Grove-White, and 
V. T. Williams. 

DIPLOMA IN GYNASCOLOGY AND OBSTETRICS 

M. W. U. Alwi. 

* Passed on high marks. 


Royal Institution of Great Britain 

On Nov. 27th, at 9 p.m., Dr. Edward Mellanby, F.R.S., 
secretary of the Medical Research Council, will give a 
Friday evening discourse to the institution on recent 
advances in the treatment of disease. On Tuesdays, 
Dec. Ist, 8th, and 15th, at 5.15 P.m., Prof. Mellanby will 
also give a course of lectures on chemical messengers of 
the body in health and disease. The Christmas course 
of six lectures for children will be given by Major G. I. 
Taylor, F.R.S., on ships. The address of the Institution 
is 21, Albemarle-street, W.1. 

Royal Academy of Medicine in Ireland 

Dr. A. R. Parsons has been elected president of the 
Academy for 1936-37 with Dr. T. P. C. Kirkpatrick and 
Dr. William Doolin secretary for foreign correspondence. 
The general council consists of Dr. Gibbon FitzGibbon, 
Dr. E. T. Freeman, Dr. W. G. Harvey, Dr. W. R. O'Farrell, 
Dr. J. P. Shanley, and Mr. R. A. Stoney. The sectional 
presidents are: medicine, Dr, Freeman; surgery, Mr. 
A. A. McConnell; obstetrics, Dr. J. F. Cunningham ; 
pathology, Dr. G. C. Dockeray ; anatomy and physiology, 
Dr. W. J. E. Jessop ; State medicine, Dr. J. A. Harbison ; 
laryngology and otology, Mr. T. O. Graham. 

Dr. Parsons, the new president of the Academy, is 
senior visiting physician to the Royal City of Dublin 
Hospital. He has been a fellow since 1893, and has beld 
office as president of the sections of medicine and patho- 
logy. 





University of Bristol 

The twenty-fifth Edward Long Fox lecture will be 
given in the Wills physics building of the University at 
8.30 p.m. on Tuesday next, Oct. 20th. The lecturer will 
be Dr. A. Bulleid, F.S.A., and the subject Somerset Lake 
Villages. 
Society of Medical Officers of Health 

A meeting of this society will be held on Friday, 
Oct. 30th, at 1, Thornhaugh-street, London, W.C., at 


5 p.M., when Dr. Ernest Ward will be installed as president 
and will deliver an address on tuberculosis. 


Chelsea Clinical Society 

The annual dinner of this society will be held at the 
Hotel Rembrandt, Thurloe-place, S.W., on Tuesday, 
Oct. 20th, at 8 P.M. 


London Association of the Medical Women’s 
Federation 
The first award from the Christine Murrell post-graduate 
fellowship is to be made during the autumn. The amount 
to be awarded is £30. Further particulars can be obtained 
from Dr. V. Kelynack, 9, Clifford-street, Bond-street, 
W.1, to whom applications should be sent before Oct. 26th. 


Conferences on Midwives 

A conference on the Midwives Act and its operation 
will be held by the Royal Sanitary Institute on Thursday, 
Oct. 22nd, at 2.30 P.m., at the Central Hall, Westminster. 
Sir Kingsley Wood, Minister of Health, will preside, and 
will address the conference while Dr. J. J. Buchan, 
medical officer of health for Bradford, will open the 
discussion. 

On Nov. 3rd, at 5 P.m., at the Royal Society of Arts, 
Adelphi, W.C., Sir Comyns Berkeley will take the chair 
at a meeting arranged by the Post-certificate School to 
discuss post-certificate training for midwives. The 
opening address will be given by Sir Kingsley Wood, 
and other speakers will be Prof. James Young, Miss E. 
Pye, president of the Midwives Institute, and Dr. H. P. 
Newsholme. Further information may be had from the 
secretary, St. John’s Home, Watson-street, London, 
S.E.8. 


Birmingham Medical School 

At the opening of the new session of the faculty of 
medicine in Birmingham on Oct. 6th, the dean, Dr. Stanley 
Barnes, said that for the first time in the bistory of the 
school they had found it impossible to accept some local 
applicants for places. All the British schools, he said, 
are filled to the limit of capacity, and he foresaw the time 
in the near future when only matriculated students taking 
a degree course could be accepted. The outer shell of the 
new medical school would be completed, he hoped, by 
Christmas, but the school could hardly be ready for 
occupation until 1938. The new building would have 
twice as much room as was available at present, but it 
was not intended to increase materially the number of 
students. We would rather, he said, have a school of 
medium size well organised for efficient training, and 
especially adjusted to the needs of the Midland counties, 
than a large school made up of students of many types 
and nationalities and studying for many degrees and 
diplomas. But, he added, the number of applicants 
desirous of studying dentistry still lagged, although there 
was a great national demand for more surgeon dentists. 
Sir Reginald St. Johnston, late governor of the Leeward 
Islands, and an old Queen’s student, presented the prizes 
and gave an address on the menace of speed to patient 
and doctor. At the dinner in the evening he went on to 
make two suggestions to relieve the strain. Let the 
would-be medical student, he said, take in his last year 
at school as optional subjects elementary anatomy and 
physiology, honours in these subjects exempting him from 
the theoretical papers in his professional examination. 
To stem the rush into private practice he would compel 
every newly qualified doctor to have twelve months’ 
resident experience, partly medical and partly surgical, in 
some hospital or institution. 
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APPOINTMENTS.—VACANCIES 
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Colonel Henry Halero Johnston, C.B., M.D., has been 
appointed a deputy lieutenant for the county of Orkney, 
and Major B. H. H. Neven-Spence, M.D., a deputy 
lieutenant for the county of Zetland. 


Guy’s Hospital 
Dr, C. K, Simpson, assistant lecturer in pathology at 


the hospital, has been appointed Astley Cooper student 
for three years. 


Christie Hospital, Manchester 

The Christie Hospital and Holt Radium Institute at 
Withington, Manchester, is extending its buildings and 
adding to its equipment, An appeal for £40,000 is being 
made. 


Guild of St. Luke, SS. Cosmas and Damian 

The twenty-fifth annual meeting of this guild will be 
held at Preston on Sunday, Oct. 18th, immediately after 
the High Mass at St. Ignatius’s, Meadow-street, which 
will be celebrated at 11 a.m. 


A Berlin Congress of Post-graduate Medicine 
From August 19th to 21st of next year a congress, 
devoted to the development of post-graduate medical 
education, will be held in Berlin at the invitation of the 
Reichsarztefiihrer (leader of medical profession in Ger- 
many), Dr. Wagner. All German scientific medical 
societies are to participate, and organisations in foreign 
countries that are essentially interested in medical post- 
graduate work will also be invited. The foundation of 
an international committee for the furtherance of such 
work is envisaged. The congress is in charge of Dr. 
Blome, the Reichsirztefiihrer’s commissioner for medical 
development, and he may be addressed at the Kaiserin 
Friedrich-Haus, Robert-Koch-Platz 7, Berlin, N.W.7. ' 


Manchester Victoria Memorial Jewish Hospital 

At a meeting of the board of management held on 
Oct. 12th the chairman of the hospital, Mr. Nathan 
Laski, announced the intention of the board to institute 
a 48-hour week for nurses as soon as the additional nurses 
necessary to work the revised duties had been engaged. 
It is estimated that an extra 15 to 20 nurses will be 
required to augment the present staff of 51. An addi- 
tional wing will be built to the nurses’ home at a cost 
of over £4000, which is being given for the purpose by 
the Bernhard Baron fund, The new system is expected 
to involve an extra annual expenditure of £800. Accord- 
ing to the Hospitals Year Book for 1936 the annual 
expenditure on maintenance of this hospital was £20,687 
in 1934, so that the extra cost would be about 3-8 per cent. 
of this sum. 


Appointments 








Emsiiz, E. R., M.D. Aberd., D.P.H., has been appointed 
Assistant Medical Officer for Maternity and Child Welfare 
in Paddington. 

EVANS, COURTENAY, M.D. Lond., Hon. Physician to the Royal 
Chest_ Hospital, Wire 

McKEE, F.R. Resiwrer to the Orthopedic 

Departments of the Sorte Norwich and Jenny Lind 


Hospitals. 
O’REILLY, J. N., D.M. Oxon., M.R.C.P. Lond., Physician to 
the Children’s Department of the Miller General Hospital, 


Lp ey 
veneer CEpDRIC, M.B.Camb., M.R.C.P. Lond., Hon. Physician 
no ene Royal Ghest Hospital, London. 


. Liverp., Senior Assistant School Medical 
nt for York. 


WHILES H., M.R.C.S. Eng., D.P.M., Second Assistant 
Medical | Officer at Humberstone Mental Hospital, Leicester. 
Royal Sussex County Hospital, Brighton.—The following appoint - 
ments are announced :— 
BaTeE, A. G., M.B. Camb., F.R.C.S. Edin., Hon. Consulting 


urgeon 
BERESFORD, @. W., F.R.C.S. Eng., Hon. 8 
Woop, W. =. F ORRESTER, M.B. Camb., PROS. ‘eng. Hon. 
Assistan im 
— R. Ww D. Camb., Honorary Physiotherapeutist ; 


DrYNAN, A. E., M.B. Edin., Honorary Clinical Assistant to 
the Dermatological Departm ment. 
Centiying Surgeons under the Factory and Workshop Acts: 
Dr. O. P. FRANK (Maidenhead District, Berkshire) ‘and Dr. 
8. B. TURNER ( formerly known as Maesycwmmer— 
District, Glamorgan). 


Vacancies 





For further information refer to the advertisement columns 
Australia, Sydney Hospital, N.S.W.—Director of the Kane- 
matsu Memorial = yom bad of ee , £1500. 
Bath Royal United Hospital.— O., 
Birkenhead Education Commattion. —Asst. School M.O., £500. 
Birkenhead Municipal Hospital.—Sen. Res. M.O., £350. 
Birmingham Children’s Hospital.—First Asst. to Ear and 
ine bape eres £450. Lest 
‘irmingham U niversity.— urer in panes , &e., £400. 
British Postgraduate Medical School.—H.} aS. and Gynseco- 
logical H.S. 
Burnley Victoria Hospital.—H.P., at rate of £150. 
Burton-on-Trent, Bretby Hall Orthopaedic Hospital.—Res. H.S., 
at rate of £200. 
Chelsea —- Borough.—Public Analyst, 12s. 6d. each 
Analysis 
Chesterfield and North Derbyshire Royai Infirmary.—Cas. O., &c., 
at rate of £200 
Coventry and Warwickshire Hospital.—H.8., at rate of £125. 


Derbyshire Royal Infirmary. —Pathologist, £750. 

me Dorset County Hospital.—H.S., at rate of £150. 
Dudley Guest Hospital.—H.S8., £130. 

Hastbourne, Royal Eye Hospital, Pevensey-road.—H.S., £100. 
Ebbw Vale General Hospital.—Surgeon, £750. 


ae County Mental Hospital, Bridgend.—Jun. Asst. M.O., 


Glasgov | Eve sanery, -—Res. H.S., £100. Also Clin. Asst., £30. 
Throat, Nose, and Ear H . W.—HS., £100. 
Grimeby County Borough.—Venereal Dis. M.O., &c., £900 

Halifax General Hospital.—Jun. Res. M.O., £250 

Hampstead General and N.W. London H. Hospital, Haverstock Hill, 
NW —H. S., at nae of £100. 

Harrogate al Bath Hospital.—Res. M.O., £156. 

Hastings. Royal East Susser Hospital.—Sen. H.8., at rate of £200. 

Huddersfield Royal Infirmary.—H.P. and Res. "Anesthetist, at 
rate of £150. 

Hull Royal Injirmary.—Res. Surg. O., £200. Also H.P. to 
Sutton Branch Hospital, at rate of £160. 

Kettering and District General Hospital. —Res. M.O.,at rate of £125. 

vane College Hospital, S.E.—Asst. Obstet. and Gyneecological 

urgeon. 

Leeds University, School of Medicine.-—Demonstratorship in 
Dept. of Pathology and Bacteriology, £300. 

Lincoln County Hospital.—Jun. H.S., £150—£€200. 

Liphook, Hants, King George's Sanatorium for Sailors.—aAsst. 
M. 6., at rate of £200. 

London County Council._—Two Res. Med. Supts., each £950. 
Second Asst. M.O., £625. Part-time M.O., at rate of £300. 
Temp. Asst. M.O., £8 108. a week. Asst. M.O.’s, Grade I., 
each £350. Asst. M.O.'s, Grade II., each £250. Temp. 
Dist. M.O.’s, at rate of £300-£170. Also Clin. Asst. 

London Lock Hospital, 283, Harrow-road, W.—Surg. Reg. to 
Female Lock Hospital, £100. 

Manchester, Booth Hall Children’s Hospital.—Med. Supt., £1100. 
Manchester, Crumpsall Hospital and Withington Tospital. — 
Two Res. Asst. Obstet. Officers, each at rate of £250. 
Manchester Royal Children’s Hospital, Pendlebury.—Res. Surg. 

, at rate of £125. 

Manchester Royal Eye Hospital.—Jun. H.S., £120. 

Marie Curie Hospital, Fitzjohn’s-avenue, ’N.W.—Director of 
Medical Services and Research, £1000. 

Middlesex County Council.—-Ophthalmic Surgeon, £2 128. 6d. 


__per session. 
Middleton-in- yey Sanatorium.—Res. Asst. M.O., £350. 
Norwood and District Cottage Hospital.—Hon. Anesthetist. 
Nottingham City.—Tuber. Officer and Asst. M.O.H., £750. 
aa City Hospital.—Asst. M.O. and Res. Surg. O., each 


N ottingham, General Hospital.—H.P., at rate of £150. 

Pontypool and District Hospital. —Res. , at rate of £150. 
Portsmouth — Hospital.—Cas. O., at rate of £130. 
Radium men Therapy Research, 16, Riding House-street, W.— 
Asst. at povd of £250 
Readivom instie, Riding Measawest, W.—Res. M.O., at rate of 


Rotherham Rural District Council, &c.—M.O.H., £800. 
Royal Air Force Medical Service-—Commissions 
Free Hospital, Gray’s Inn-road, W.C. —Aaet. M.O. for 
V.D. Dept., £300. 
Royal Naval Medical Service.—M.0.’s 
Royal Waterloo —— Sor Children and Women, Waterloo- 
road, S.E.—Res. Also H.P., at rate of £150 and 


£100 res ivel 
St. George’s tively S.W.—Obstet. Rm sg —— 1? sag £90. 
sae, Hope Hospital, Pendieton.—. +» at race of 


Children’s t= saa —H.S8., at rate of £100. 
Sheffield Royal Hospital Res. Surg. O., £200. 
Southampton County Be _— Asst. M.O.H., £500. 
Stoke-on-Trent, North Staffordshire Royal Infirmary.—H.P., at 


rate of £150. 
Surrey Count ‘ouncil.—Jun. Asst. M.O., £350. 
Sutton and i 


Cc. ospital, Surrey. —Hon. Surgeon. 
Swansea General and Eye Hospital.—H.S. and Cas. O., each at 
rate of £150. 


a and Somerset Hospital.—H.P. and H.S., each at rate of 


Westuineter Hospital, Broad Sanctuary, by W .—Radiologist. 
Weston-super- Mare Hospital. —Res. H. £150. 
York County Hospital.—H.8., £150. 


The Chief Inspector of Factories announces vacancies for 


Factory Surgeons at Crewe (Cheshire) and 
Newington (Kent). 
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I ait to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES 


ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 

TuEsDAY, Oct. 20th.—5.30 P.M. General Meeting of 
Fellows. 

Pathology. 8.30 P.M. Dr. W. D. Newcomb: The Search 
for Truth. (Presidential Address.) 

WEDNESDAY. 

Surgery: Subsection of Proctology. 5 P.M. Dr. J. Arnold 
Bargen: The Management of Chronic Ulcerative 
Colitis: Uncomplicated Cases. 

THURSDAY. 

Urology. 8.30 p.m. Mr. Bernard Ward: Total Cystec- 
tomy, with Transplantation of the Ureters into the 
Bowel, for Malignant Growth of the Bladder. (Presi- 
dential Address.) 

Fripay. 

Disease in Children. 5 P.M. (Cases at 4.30 P.M.) Dr. 
A. W. Franklin: 1. Precocious Puberty in a Girl of 

Years. Dr. Reginald Wilson and Dr. John A. 
Carter (introduced by Dr. Donald Paterson): 2-4. 

ree Cases Illustrating Surgical Treatment of Bron- 
chiectasis in Childhood: (a) Left Total Pneumonec- 
tomy ; (6) Bilateral Lower Lobec tomy ; fe) Left Lower 
Lobectomy. Dr. E. A. Cockayne: 5-6. Hepato- 
splenomegaly with Osteoc hondrodystrophy (Gargoyl- 
ism) in Brothers. 

Epidemiology and State Medicine. 8.15 P.M. Surgeon 
Rear-Admiral 8. F. Dudley: The Ecological Outlook 
on Epidemiology. (Presidential Address.) 

Physical Medicine. 8.30 P.M. Dr. Geoffrey Holmes: 
Hydrology Old and New. (Presidential Address.) 
Dr. Douglas H. Collins: Recent Developments in 
Hydrology in America 

ROYAL MICROSCOPIC AL SOCIETY, B.M.A. House, Tavis- 
tock-square, W.C. 

WEDNESDAY, Oct. 2Iist.—5 for 5.30 P.m., Major H. C 
Brown, I1.M.S., and Dr. J. C. Broom: Micro-cata- 
phoresis and its Ap a. Mr. C. G. Dobbs: A 
Soceiuan Stage of 

SOCIETY OF MEDAL OFFICERS OF HEALTH, Il, 
Thornhaugh-street, W.C 

Maternity and Child Ww elfare Groups. 

THURSDAY, Oct. 22nd.—8.30 p.M., Dr. E. J. Boome: 
Speech Defects in Young Children. 

MEDICO-LEGAL SOCIETY. 

THURSDAY, Oct. 22nd.—8.30 P.m. (Manson House, 26, 
Portland- place, W.), Mr. C. E. A. Bedwell: Legal 
Status of Voluntary Hospitals. 

EUGENICS SOCIETY. 

TUESDAY, Oct. 20th.—5.15 P.M. (rooms of the Linnean 
Society, Burlington House, ees W.), Dr. Eliot 
Slater :’ The Inheritance of Mental Disorder. 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 
ROY £1. ColLpas OF PHYSICIANS OF LONDON, Pall 


Monpa¥, ox. 19th.—5 P.M., Sir Walter Langdon-Brown : 
The round to Harvey (Harveian Oration.) 
ROYAL COLLEG OF SURGEONS OF ENGLAND, Lincoln’s 
Inn-fields, W.C. 
Moxpay, Oct. 19th.—5 P.m., Dr. L. W. Proger: Intestinal 


seases. 
FRIDAY. a P.M., Dr. A. J. E. Cave: The Nature of Various 


Fa 
U NIVERSITY. ‘OF EDINBURGH. 
TUESDAY, Oct. 20th.—5 P.M., Dr. George Riddoch : Clinical 
Aspects of Hypothalamic Derangement. 
THURSDAY.—5 P.M., Mr. ae Dott: Surgical Aspects 
of Hypothalamic Disorder 
>”. ibd TE F MEDICAL PSYCHOLOGY, Malet-place, 


"aes Oct. 19th.—3 P.m., Dr. J. A. Hadfield: Psycho- 
logical Background. 4.30 PM . Dr. E. A. Bennet : 
Dream Interpretation. 5.45 p.m., Dr. B. D. Hendy: 
A Case of Bridge Phobias. 

—3 p.M., Dr. Hadfield: Mental Mechanisms. 

Dr. M. B. Wright : Principles of Psycho- oe 

(Freud). 5.45 P.M., Dr. Hen dy: A Case of Obsession 

a ig POSTGRADUATE MEDICAL SC HOOL, Ducane- 

road, 

Monpbay, Oct. 19th.—2.15 P.m., Dr. Duncan White: Radio- 
logical Demonstration. 

TUESDAY.—4.30 P.M., Dr. H. Yellowlees: Psychological 

cine. 

WEDNESDAY.—Noon, clinical and pathological conference 
(medical). 2.30 P.m., clinical and pathological con- 
ference (surgical). 4.30 P.M., Mr. J. E. Barnard, 
F.R.S.: Microscopy. 

THURSDAY.—2.15 P.M., operative obstetrics. 2.30 P.M., 
Mr. G. Jefferson : Surgery of Nervous System. 
3.30 p.m., Dr. R. M. Fry: Puerperal Sepsis. 

FRiIpay.—2. 15 P.M., Department of Gynecology: Patho- 
logical Demonstration. 

Daily, 10 a.m. to 4 P.M., medical clinics, surgical clinics or 
operations, obstetrical and gynecological clinics or 
operations. 
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WEST LONDON goer ITAL POST-GRADUATE COLLEGE, 
Hammersmith, 

Monpay, Oct. Wioth —10 a.M., skin clinic. 11 a.M., surgical 
wards. 2 P.M., gynecological and surgical wards, 
operations, medical, surgical, eye, and gynecological 
clinics. 4.15 P.M., Lecture: Mr. Green-Armytage : 
Vaginal Discharge. 

TUESDAY.—10 a.M., medical wards. 11 A.M., surgical 
wards. 2 P.M., throat, nose, and ear, medical, and 
surgical clinics, operations. 4.15 P.m., Dr. Hudson: 
Pulmonary Tuberculosis in Infanc y. 

WEDNESDAY.—10 a.M., children’s clinic. 11 A.M., medical 
wards. 2 P.M., eye, medical, and surgical clinics 

THURSDAY.—10 aAa.M., neurological and gynecological 
clinics. Noon, fracture clinic. 2 P.mM., medical, surgical, 
eye, and genito-urinary clinics. 4 P.M., venereal 
diseases. 

FRIDAY.—10 A.M., medical wards, skin clinic. Noon, 
lecture on treatment 2 P.M., medical, surgical, and 
throat, nose, and ear clinic. 4.15 P.m., Dr. Konstam : 
Cardiac Therapeutics. 

SATURDAY.—10 a.M., children’s and surgical clinics. 11 a.m., 
medical wards. 

The eee at 4.15 P.M. are open to all medical practi- 

tioners without fee. 
aSoen SCHOOL OF DERMATOLOGY, 5, Lisle-street, 
TC. 


TUESDAY, Oct. 20th.—5 P.m., Dr. W. K. Sibley: Electro- 
therapeutics 
THURSDAY.—5 P. Dr. H. W. Barber: Psoriasis 


= ITAL FOR EP iL EPSY AND PARAL YSIS, Maida Vale, 


THURSDAY, Oct. 22nd.—3 p.m., Dr. Douglas McAlpine : 
Clinical Demonstration. 
et ITAL FOR SICK CHILDREN, Great Ormond-street, 


WEDNESDAY, Oct. 2lst.—2 pP.M., Dr. Donald Paterson : 
Breast - fee ding 3 p.m. Dr. Reginald Lightwood: 
Causes and Treatment of the Anemias of Infancy 

Out- — clinics daily at 10 A.M. and ward visits at 


NATION ‘AL. 10s PITAL, Queen-square, W.C 

MONDAY, Oct 19th 3.30 P.mM., Dr. Kinnier Wilson: 
The *Motor System 

TUESDAY 3.30 P.M., Mr. Sydney Scott: 
Vestibular Nerves 

WEDNESDAY 3.30 p.mM., Dr. Kinnier Wilson: 
Demonstration 

THURSDAY.—3.30 P.mM., Dr. Gordon Holmes, F.R.S.: The 
Sensory System 

FRIDAY.—3.30 p.mM., Dr. Bernard Hart : 

Out-patient clinic daily at 2 P.M 

ST. MAKY’s HOSPITAL, W 

THURSDAY, Oct. 22nd 5 p.M., Dr. G. O. Barber: The 
Common Ailments and the Approach to their Treat- 
ment (General Practice I ) 

HAMPSTEAD GENERAL AND NORTH-WEST LONDON 
HOSPITAL. 

WEDNESDAY, Oct. 21st 3 p.M., Lord Snell: England and 

America: Their Past and Present Relationships 
ST. PAUL’S HOSPITAL, Endell-street, W.C 

WEDNESDAY, Oct. 21lst.—4.30 P.m., Mr. Kenneth Walker : 
Recent "Advances in the Pathology and Treatment of 
Prostatic Enlargement. 

SOUTH-WEST LONDON POST-GRADUATE ASSOCIATION. 

WEDNESDAY, Oct. 2ist.—4 P.M. (St. James’s Hospital, 
Balham), Dr. T. A. Williams: Some Perverted Func- 
tions—Differential Treatment. 

FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, 

MonDaAy, Oct. 19th, to SUNDAY, Oct. 25th ST. JoHN’s 
HOospPITaL, 5, Lisle-street, W.C Afternoon course in 
dermatology .—CHELSEA HOSPITAL FOR WOMEN, 
Arthur-street, 8S.W. All-day course in gynecology.— 
West ENp HospPiral FOR NERVOUS DISEASES, Wel- 

’ beck-street, W. All-day course in neurology.—CrTy 
oe. LONDON MATERNITY HoOspPITAL, City-road, E.C 

. and Sun., course in obstetrics. 
MANC HESTER ROYAL INFIRMARY. 

TUESDAY, Oct. 20th.—4.15 P.m., Dr. C. 8S. D. Don: The 
Differential Diagnosis of Toxic Goitre. 

FrRipay.—4.15 p.m., Dr. R. 8S. Paterson: The Scope of 
Present-day X Ray Therapy. 

ANCOATS HOSPITAL, Manchester. 
a, Oct. 22nd.—4.15 p.m., Dr. R. Ellis: Albu- 
uria. 
LEEDS GENERAL INFIRMARY. 

TUESDAY, Oct. 2U0th.—3.30 p.m., Mr. Claye : 
of Fibroids. 

LEEDS PUBLIC DISPENSARY. 

WEDNESDAY, Oct. 21st.—4 P.M., Mr. A. Gough : 
in Gynecology. 


Auditory and 


Clinical 


Psychopathology 


Treatment 
Radium 


VicTORIA MEMORIAL HospPiIrTaAL, WELSHPOOL.— 
Dame Agnes Hunt on Sept. 22nd opened a new wing 
at this hospital, erected as a memorial of the late King’s 
Silver Jubilee. 

EssEx County HOoOsPITAL, COLCHESTER. — Mr. 
George Rose has laid the foundation-stone of the 
new surgical ward block of this hospital, which is the 
start of a £40,000 scheme of extension to which Mr. Rose 
has contributed £7000, the cost of one of the surgical wards. 
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NOTES, COMMENTS, AND ABSTRACTS 





THE MEDICAL PROFESSION versus THE 
WARFARE ASSOCIATION* 


By D. A. Crow, M.B. Edin. 


CONSULTING AURIST TO THE ROYAL SUSSEX COUNTY HOSPITAL 





THE press of Europe has nearly succeeded in work- 
ing up the fears and suspicions of the people into 
that state when they almost long for the uncertainty 
to be ended by a callto arms. If war breaks out, the 
medical profession will throw all its weight of unselfish 
effort into the turmoil, and in the end will have done 
nothing but help, as far as is possible, to clear up the 
mess. Is it not possible that a great and powerful 
profession, such as our own, should make some 
vivid gesture towards minimising the risk of a mess 
occurring at all ? 

Do you recall a most courageous action by a doctor 
in the last war, who jumped from the strangers’ 
gallery in the House of Commons and shouted to our 
scandalised legislators that in common mercy they 
should provide steel helmets for our men? The 
press next day, reporting this fearful violation of the 
dignity of the House, conveyed the impression that 
it was the act of a maniac. It was not. It was the 
act of a regimental medical officer in his full senses 
and in deep affection for the men he had left in the 
trenches. The steel helmets, all the same, were 
eventually forthcoming ; and I do not think that on 
any occasion in the war the medical profession had so 
much reason to be proud of one of their number. 

Now is it cesaiile that,in the face of the most 
appalling menace to public health that ever existed, 
the only profession which claims to be the guardian 
of that public health should not only take no active 
steps to prevent the danger but should raise scarcely 
a voice of warning as to its devastating character ? 
It is true that at this year’s meeting of the repre- 
sentative body of the British Medical Association 
a resolution was put forward stating that ‘‘ protection 
against poison gas was inevitably imperfect, that the 
use of it should be proclaimed illegal, that medical 
men of all countries should combine to prohibit its 
manufacture, in order to save civilisation from utter 
destruction.’’ But this resolution was amended and 
altered and shortened and twisted about until in 
its final stage it was about as feeble and unrecognisable 
as a patient on whom enthusiastic surgeons have been 
tracking down a septic focus. I cannot say that the 
original resolution appeared very powerful except 
as an indication that at least some in the profession 
had determined to remain silent no longer. There 
can be no point in declaring things illegal when people 
go mad; the only possible appeal when things get 
to that stage is force, and that means unrestricted 
war. But reading the report of that meeting one 
feels that less than justice had been done to the 
generous ardour of those who had put forward the 
resolution, and that some of the critics would have 
emasculated with equal suavity and heartlessness 
any resolution making for peace though it had been 
more in touch with reality than the one in question. 

I do not believe that because we are inarticulate 
we are in the least indifferent. It is much more 
likely that we are unconsciously oppressed with a 
sense of impotence, the result of the very immensity 
of our political machine. For that reason we welcomed 
the transfer of our aspirations to the League of 
Nations and woke with the greater shock from the 
dream. If the medical profession were to put into 
words its horror of war there would be no particularly 
ethical or religious sentiments about it; we should 
declare, quite simply—and not with a view to frighten- 
ing people, because fright isn’t the slightest deterrent 
from war, but rather an incentive—that modern 





* Abridgment of an address delivered before the Brighton 
division of the British Medical Association. 


mechanised war is totally dysgenic, because the 
unfittest for the most part survive; that it offers a 
prospect of epidemics compared to which the 1918 
pneumonia outbreak will seem trivial; that it means 
hardly less than the suspension of evolutiona 
development. It is a poor protest against war whic 
stresses the hardships it involves; it is the prospect 
of a progressive degeneration in vitality which is 
so appalling. 

But with much of this you probably agree; the 
question is whether it is possible, having put it in 
words, to transfer it into any kind of action likely to 
be effectivein preventing war. Consider for a moment. 
in what way groups of people have hitherto striven 
to oppose war. 

There is the type of pacifist who argues that war 
is financially unprofitable. But who cares if it is ? 


The motive force of war derives from atavistic sources: 


long antedating, and greatly overpowering, considera- 
tions of finance. Then there is the pacifist who, 
much more profoundly, says, your intrigues are too 
much for me, your political machine is out of control ; 
I, therefore, obey a deep instinct within me that 
proclaims war to be evil and assert my individual 
right to take no part init. This is courageous. But 
it is damned from the outset by an overwhelming 
weight of national feeling inflamed by quite primitive 
tribal fears and suspicions, some of them justified 
and others not. And the same applies to less extreme, 
but more vague, appeals for a more or less senti- 
mental peace. They cannot carry the country. 

There is one point at which the problem can be 
hopefully approached, and that is, the concentration 
of the whole nation on preventing individual profit 
from war. It should not be impossible to nationalise 
first the armament industry (and indeed it was very 
partially nationalised during the war by limiting 
profits to 20 per cent.) and then in turn every other 
industry to which war is attractive. I believe 
there would be such a sudden lull in national fears 
and suspicions that even a political conference might 
have some hope of success. I do not think we at all 
realise what a volcanic force is amongst us working 
for individual profit out of war. I call it volcanic ; 
but it is more like a neoplasm, with metastases 
everywhere—in the papers, in the cinemas, and in 
every committee which ever made a political decision ; 
the common sense of no nation is proof against its 
insidious propaganda. 

Consider for a moment the vast capital sunk in 
firms which profit by war and by the scare of war. A 
hundred millions of capital at least are directly 
concerned with armaments and beyond this is a 
vast number of contributory activities whose interest 
is bound up with war. Now it is untrue to say that 
most of the men behind these interests actually seek 
war. Many of them are actuated by quite simple 
motives of patriotism and commercial integrity, 
but amongst them are undoubtedly men who actually 
make it their business to increase national suspicions 
and fears in order that their business shall prosper, 
and are utterly unscrupulous in the methods they 
employ. I refer any who read this to Lewinsohn’s 
“* Profits of War,’’ and Neumann’s “ Life of Sir 
Basil Zaharoff.”’ 

It is quite irrelevant to the point I am trying to 
emphasise that a real danger may exist, and does 
indeed exist while gangster-minded dictators are at 
large; the argument is that there are world-wide 
plots to anger one nation against another. The 
German steel trusts bargain with Hitler; the French 
and British firms exploit the panic; the armament 
firms can none of them lose under such circumstances ; 
but pacific peoples can be driven by fear into madness 
and find themselves enemies with people whom they 
do not naturally hate. I do not know whether the 
secret and powerful forces concerned can be controlled ; 
one has little hope that they can be overcome by 
constitutional means. But if I had the courage, and 
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if one hundred other medical men in this country 
also had the courage—so that the action could carry 
a little weight—to pay no more income-tax until the 
arms industry at least was nationalised, then we 
would suffer untold misery and be slandered with 
merciless venom ; but when the next war is over and 
people are wondering what it has all been about, and 
the merchants of armaments are telling them that 
their lovers and husbands had died on the Cross of 
Sacrifice, just like Jesus—then at least it could not 
be said that the medical profession had been altogether 
complacent at this heart-breaking nonsense, however 
feeble their protest may have been. 

That is the concrete suggestion that I make—that 
a few medical men should decline to pay taxes until 
the arms industry at least is nationalised and a 
beginning made to take the profit out of war. 

We are to-day spending our lives combating 
disease ; and disease, when you come to think of it, 
is relatively eugenic, eliminating itself if left alone. 


At least, it is eugenic compared to war, which is © 


actively dysgenic. There may be just time to tell 
the stupid world what we know before they begin 
once again, and for the last time, to wave their 
pathetic little flags. The Warfare Association 
demands of us courage at its own chosen time and for 
its own chosen ends. Let us show courage when 
we choose, and that at once, before it is too late. 





A LINK WITH JENNER! 


For nearly three years Jenner’s family tutor was 
John Dawes Worgan, a remarkable boy who was 
appointed to the post before he had attained his 
sixteenth birthday, but at this youthful age he had 
completed a “ centenary’ of sonnets and was weil 
read in classical literature. Selections from his works 
were published posthumously in book form in 1810, 
and in the preface the editor writes: “I applaud 
the spirit and propriety with which he (Worgan) 
appeared as the public eulogist of his beneficent 
patron Dr. Jenner.”” His Essays on Vaccination, 
reprinted in this volume, were the result of his own 
reading and unbiased consideration and were written 
to disseminate Jenner’s discovery and to meet the 
common objections to the practice, although at the 
beginning of his inquiries he was in a sceptical mood 
and regarded the vaccine discovery as on the same 
level as the Cordial Balm of Gilead and the Restora- 
tive Drops. Serious illness prevented the writing 
of a seventh essay on the obstacles impeding the 
growth of vaccination. In addition he wrote an 
** Address’ in heroic verse which was printed and 
presented to the Jennerian Society at the annual 
meeting in 1808. He also deserves notice for a 
Eulogy in Latin verse of the surgeon John Ring, an 
ardent vaccinationist. He refers to the honour 
accorded to Jenner in Germany where it was the 
custom to place his bust, adorned with roses and 
garlands, on a kind of altar, around which the people 
danced and sang grateful songs to his name. ‘ What 
a contrast to London,” says Worgan, “‘ where his 
fame is aspersed by invidious and malicious indi- 
viduals.”’ 

In the second Essay he alludes to the Report of 
the Royal College of Surgeons in London. In response 
to a questionnaire this College had received statistics 
of 163,381 vaccinations and of this number only 
56 instances occurred in which small-pox followed 
the operation, or one failure in nearly 3000 cases. 
Replies to the questionnaire include those from many 
interesting men, that sent in by Abernethy being 
reproduced in the article. In the matter of a pro- 
tection period Worgan said that many aged people, 
infected with small-pox in youth, had resisted any 
attempt to communicate the small-pox to them, but 
here he was probably thinking of the farm hands of 
Gloucestershire, and lost sight of the fact that their 
occupation would render them liable to reinoculation. 
Dr. Jenner, he says, vaccinated an immense number 


1S. Wood: Annals of Medical History, September, 1936. 








of people during a period of ten years and diligent 
inquiry had failed to discover a single instance of 
subsequent small-pox. 

Cartoons and scare-sheets of the time depicted 
“new” diseases alleged to be due to vaccination. 
As a counterblast Worgan brought forward authori- 
tative opinions which proved that the idea of ‘‘ new ”’ 
diseases was due to the inventions or mistakes of 
ignorant men. In the fifth Essay he stresses the 
danger of permitting the subjects of variolous inocu- 
lation to range the public streets ; he asserted that if 
they were isolated small-pox would be banished. 

Worgan was set upon entering the Church and was 
ever striving to prepare himself for academic distinc- 
tion and future celebrity. While residing with 
Jenner he studied so hard that “an extraordinary 
determination of blood to the brain ’’ obliged him to 
desist from mental exercises for a considerable time, 
his head ‘“‘ being much relieved by Dr. Jenner’s 
advice.” The following year a second attack of 
typhus fever left him much weakened, with frequent 
pain in the side and chest, followed by a copious 
hemorrhage from the lungs. Jenner’s utmost skill 
and the presence of his mother, who was invited to 
remain with him during his illness, combined to 
palliate the disease, and he was able to bear removal 
to his home in Bristol where he died at the early 
age of 18 years. In a note shortly before his death 
he wrote: ‘“ For the ten weeks I remained under 
Dr. Jenner’s roof, his attention and kindness were 
unremitting.”” Jenner’s sympathy is manifest in 
the following letter to a friend: 

** Your letter came too late for me to make any observa- 
tion upon what you drew up for insertion in the Bristol 
paper respecting our dear departed friend. It must be 
some consolation to his surviving relations and friends 
that his name will not be forgotten. . . . I beg you will 
present my best wishes to Mrs. Worgan and tell her, 
unless she particularly wishes it, I should be sorry to put 
her to the expense of a ring, but yet, I should like to have 
something in remembrance of poor John. A book would 
be acceptable. The editor of the Cheltenham Chronicle, 
who was the intimate acquaintance of poor Worgan, has 
paid a just tribute to his memory in the paper of yesterday.” 


A few months later Jenner was to mourn the 
death of his own son Edward, Worgan’s pupil and 
fellow sufferer, who also died of pulmonary tuber- 
culosis. 


MOVEMENTS OF POPULATION 


THE preliminary report of the census of popula- 
tion of the Irish Free State, taken earlier this year, 
showed a _ very slight decline in the numbers 
enumerated, a decline entirely due, our correspondent 
from Ireland has pointed out,' to a loss of the female 
sex. The virtual stoppage of emigration to the 
U.S.A. appears to have led to an increase in other 
directions, Great Britain being the main recipient. 
From figures published in the 1931 census reports of 
England and Wales it’seems likely that this move- 
ment of Irish women is partly a reflection of the 
difficulties of the English housewife in obtaining 
domestic assistance of one type or another for the 
comfortable maintenance of her home. These reports 
show that of persons born in the Irish Free State 
but enumerated in this country there is sex equality 
or an excess of males in the mainly industrial regions 
such as the Northern and Midland areas, the West 
Riding of Yorkshire, the cities of Liverpool and 
Manchester. The excess of Irish females over Irish 
males is to be found in the south and south east, 
in Greater London and especially in such boroughs 
as those of Hampstead, Kensington, and Westminster 
where the women are twice to thrice as numerous 
as the men, and where the demand for domestic 
help is probably at its maximum, The greatest excess 
of these Irish-born women is at the young adult 
ages, 20 to 35 years of age. In spite of this move- 
ment the proportion of Irish in the population of 


1THE LANCET, Sept. 12th, p. 652. 

















| 


960 THE LANCET! 





BIRTHS, MARRIAGES, 


AND DEATHS focr. 17, 1936 





this country is at a for lower level then it has been 
in the past. In 1851, of every 100,000 persons in 
England and Wales nearly 3000 were born in Ireland, 
in 1931 the corresponding figure was under 1000. 
While the Irish State is ceasing to lose popu- 
lation at the heavy rates of the last century, concern 
continues to be repeatedly expressed at the “ depopu- 
lation”? problem in France. In 1875 there were 
registered a million births, in 1935 only 635,000. 


‘During those years Great Britain has increased from 


26 to 46 millions, Germany from 39 to 67, Italy from 
23 to 43, Japan 33 to 68, France from 38 to only 41. 
From these figures Charles Richet draws gloomy con- 
clusions as to the future of France * which he sums 
up as “ des enfants ou la mort.” Even if the infant 
mortality-rate could be reduced to zero the popula- 
tion, he concludes, would scarcely grow. With those 
who under the guise of eugenists would have no 
reproduction except from the ‘ absolutely perfect ”’ 
he has no patience, nor with those who would see 
the size of the family adjusted to the length of the 
purse. His solution is to lengthen the latter by 
premiums on births, family allowances, and tax 
exemptions. But these familiar expedients, as an 
investigator for the Eugenics Society has shown,* 
do not so far seem to have had an enthusiastic 
response from married couples. 


CHILDREN’S SPECTACLES 


THE People’s League of Health is turning parti- 
cular attention to the care of the eyesight of children, 
and point out in a recent circular that while examina- 
tion by a qualified medical practitioner is one of the 
conditions obviously needed for treatment, the lenses 
or glasses which may be necessary to improve the 
child's sight and to prevent aggravation of any defect 
must be accurately made in accordance with the 
doctor’s directions. But a special point is made of 
proper fitting frames. Obviously it is in vain for 
the ophthalmologist to order the right glasses, and 
for the optician to supply them, unless the frame 
which carries the glasses holds these accurately in 
position. Frames which are easily bent or twisted 
or ill-fitting are constant sources of mischief. The 
matter is not sufficiently pressed on the attention 
of parents and education authorities, and the service 
of the National Ophthalmic Treatment Board is 
not sufficiently requisitioned. Under this organisa- 
tion the making of the glasses and the frames is under- 
taken by dispensing opticians, all of whom are 
specially trained and certified as efficient after 
examination. The name and address of the local 
dispensing optician may be obtained from any 
medical man, or from the headquarters of the People’s 
League of Health, 12, Stratford-place, London, W.1. 

It is announced that a nation-wide campaign to 
instruct the public in the care of the eyes is being 
undertaken by the National Ophthalmic Treatment 
Board in conjunction with the British Medical 
Association. It will be carried out by means of 
booklets, lectures, and the cinema. 


GARGLES 
On Sept. 12th we suggested that conclusive experi- 


. ments should now be performed to decide whether 


gargling is or is not an effective method of bringing 
antiseptic, astringent, or cleansing fluids into contact 
with the tonsils, pharynx, or nasopharynx. In the 
Guy's Hospital Gazette for Sept. 26th Mr. A. Bowen- 
Davies reports that 12 volunteers in the Guy’s ear, 
nose, and throat department were induced to gargle 
with potassium permanganate solution of sufficient 
strength to stain mucous membrane with which it 
came in contact. ‘‘ In only one case was there any 
staining on the tonsils or pharynx. In four cases 
the anterior pillars of the fauces were stained, whilst 
in the remaining seven cases the mucous membrane 
behind the last molar teeth was normal.” Mr. Bowen- 
Davies suggests that the reason why hot gargles are 
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soothing for acute inflammatory conditions in the 
throat is that the swallowing reflex is so much in 
abeyance that they can be retained in contact with 
the pillars of the fauces. He adds: “It is not 
denied that in certain cases a gargle ma netrate 
to the epiglottis without being pualionel, ut these 
are few. If this number is to be increased, the horror 
of swallowing the mixture should be removed by 
prescribing only innocuous gargles, or preferably 
those which should be swallowed.” 





PROGNOSIS OF SEVERE GASTRIC _H&MORRHAGE,— 
Prof. Finsterer writes to correct a statement wrongly 
attributed in the second paragraph of his article in 
THE LANCET for August 8th (p. 303). The sentence, 
‘** Aitken reports that of 62 cases (11 over 60 years 
of age) which bled for over 24 hours, all died of 
hemorrhage,’ should read: ‘‘Chiesman reports 
(THE LANCET, 1932, ii., 722) that among 62 patients 
who bled longer than 24 hours there were 11 patients 
over 60 years of age, and that all these 11 patients 
died of continued hemorrhage.”’ 


A MANUFACTURERS’ AMALGAMATION.—We are asked 
to state that the firm of Endocrines Limited has 
amalgamated with Messrs. E. H. Spicer and Co., Ltd.. 
to form Endocrines-Spicer Ltd. A new reference 
list of their products, which include those previously 
obtainable from the two firms, is to be had from 
Endocrines-Spicer Ltd., Watford, Herts. 


DOSAGE OF CINCOPHEN.—In a leading article on 
p. 857 of our last issue the official (1939) dosage of 
cincophen was given as 5-20 grains. This was an 
error. The maximum official dose is 15 grains, now 
reduced in the Addendum to 10 grains. 





Births, Marriages, and Deaths ; 


BIRTHS 


Davipson.—On Oct. 5th, the wife of Major T. W. Davidson, 
R.A.M.C., Dover, of a ughter. 

HopGEs.—On’ Oct. 2nd, the wife of Dr. Richard Hodges, of 
Warminster, Wilts, ‘of @ son. 

LANGHORNE. vy Oct. 4th, at ae street, W., the wife 
of Dr. D. A. Langhorne, of a 80 

PILcHER.—On Oct. 5th — wite of Mr. R. E. M. Pilcher, 
F.R.C.S., Boston, Lines, 

STENHOUSE.—On Oct. 2nd, at “Morpeth, the wife of Dr. Geoffrey 
B. Stenhouse, of a daughter 


MARRIAGES 


CORNWALL—GRAY. —On Oct. 9th, Lt.-Col. J. W. Cornwall, 
C.LE., M.D., I.M.8. (Retd.), of Elstead, to Mrs. J. Gray, 
wien of J. ‘Gray, LC.S8. 
MACKIE—MACMILLAN.—On Oct. 7th, at Claremont Church, 
Glasgow, Carmichael Mackie, M. B., Ch.B., to Margaret, 
younger daughter of Mr. Charles Macmillan, Glasgow. 


DEATHS 


BucHAaNAN.—On Oct. 11, Sir George Seaton Buchanan, O.B., 
ir " Lond., of Wetherby Mansions, Earl’s Court-square, 

ondon. 

BUTLER-SMYTHE.—On Oct. 9th, at Brook-street, Grosvenor- 
square, Albert Charles Butler-Smythe, M.B. E., F.R.C.P., 
F.R.C.S. Edin., in his 84th y 

CRESSWELL. —On Oct. 6th, at Cardiff, Frank Pearson Skeffington 
Cresswell, M.B. Lond., F.R.C.S. Eng. 

Forp. — Oct. 11th, at Wimbledon, J. N. C. Ford, M.B. 
Oxon., of Eastbourne 

HEBB. on Oct. 10th, at Brighton, Frederick Theodore Hebb, 
M.R.C.S. Eng., of Alton, Hants , aged 84. 

MITCHELL.—On Oct. 5th, at Sutton, Surrey, James Murray 
Duff Mitchell, M.D. Aberd., F.R.C.8. Eng. 

Oprre.—On Oct. 3th, at Poona, following an accident while 
racing at the Poona and Kirkee Hound Races, Philip Adams 
Opie, Major, R.A.M.C., M.B.Camb., Surgeon to His 
Excellency the Na wy 9 of Bombay. 

STANWELL.—On Oct. 7th, at Bournemouth, William Stanwell, 
M.R.C.S. Eng., New ton, Hants, formerly of Rochdale. 

on —On Sept. 24th, in South India, Louis Patrick Stokes, 

L.R.C.P. and res chief medical and sanitary officer, 
Kolar Gold ee piveere State, aged 54. 

THORPE.—On Oct. Reginald ‘Thorpe, M.R.C.S. -, of 
Elmbourne- road, “S W., and Harley-street, wv, ocu. to 
the L.C.C. school clinic, Wandsworth. _ 

Woakes.—On Oct. 7th % Peron, N.W., Claud 





Edward Woakes, M.R 


_— . 6d. is the insertion Notices of 
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